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ORIGINAL  ARTICLES 


RESULTS    OF   THE   HISTOLOGICAL   EXAMINATION 

OF  ONE  OF  THE  BLIND  AND  APPARENTLY 

INOFFENSIVE  EYES  ENUCLEATED 

BY  DR.  S.  C.  AYRES. 

By  ADOLF  ALT,  M.D., 

ST.  LOUIS,  MO. 
(  With  Micro-Photographs.) 

IN  the  July  (1900)  number  of  this  Journal  appeared  an 
article  by  Dr.  S.  C.  Ayres  with  the  title:  "  Observations 
on  Some  Blind,  but  Quiet  and  Apparently  Inoffensive  Eyes; 
Do  They  Produce  a  Pseudo-Sympathetic  Inflammation?"  I 
promised  to  give  the  description  of  some  of  these  eyes,  but 
can  only  find  one  of  them,  which  Dr.  Ayres  kindly  sent  me 
for  examination,  that  of  his  Case  I.,  G.  W.  D.  In  his  report 
of  the  case  Dr.  Ayres  stated  that  the  eye  which  he  enucleated 
was  shrunken,  but  not  tender,  except  on  firm  pressure,  and 
that  ossi  Heat  ion  of  the  choroid  was  detected.  The  eye  was 
duly  hardened  and  examined. 

Microscopically  it  was  seen  that  the  pupillary  margin  of 
the  iris  was  in  toto  adherent  to  the  crystalline  lens.  Behind 
the  lens  a  dense  cyclitic  membrane  stretched  across  the  inte- 
rior of  the  eyeball,  a  small  distance  behind  the  posterior  lens- 
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capsule,  to  which  it  did  not  seem  to  be  attached,  except  Justin 
the  center.  The  retina  was  totally  detached  and  ran  forward 
from  the  optic  nerve  entrance  in  the  shape  of  a  thick  chord 
towards  the  cyclitic  membrane  into  which  it  merged.  Bone 
formation  was  seen  to  cover  the  whole  of  the  inner  surface  of 
the  choroid. 

On  microscopic  examination  the  circular  synechia  of  the 
pnpillarv  margin  of  the  iris  is  especially  conspicuous.  The 
tissue  of  the  iris  containing  the  sphincter  muscle  is  slightly 
folded  backwards  upon  the  anterior  lens-capsule,  where  the 
synechia  is  found.  Into  the  pupillary  space  an  anterior  polar 
cataract  of  the  usual  appearance  is  projecting.  Iris  and  ciliary 
body  are  largely  infiltrated  with  round  cells,  their  blood-vessels 
hvper;emic. 

In  the  lamellar  tissue  of  the  polar  cataract  numerous  de- 
posits of  amorphous  lime  are  found.  The  remainder  of  the 
lens  shows  cataractous  degeneration  throughout.  The  nucleus 
is  so  large  that  there  is  hardly  any  cortical  substance.  At  the 
base  of  the  anterior  polar  cataract  there  are  large  spots  in 
which  the  lens-epithelium  has  proliferated  enormously.  The 
whole  of  the  posterior  lens-capsule  is  lined  with  an  almost  un- 
broken layer  of  epithelial  cells. 

The  cyclitic  membrane  consists  of  a  dense  fibrous  tissue 
containing  many  nests  of  pigmented  cells  and  a  great  deal  of 
free  pigment.  In  numerous  places  there  are  small  round-cell 
accumulations  which  have  taken  up  the  hsematoxyline  stain  with 
much  more  avidity  than  the  surrounding  tissue,  and  are  there- 
fore probably  of  very  recent  date.  Their  arrangement  gives 
the  impression  of  a  septic  inflammation,  yet  I  have  not  suc- 
ceeded in  finding  any  microbes  in,  or  in  the  neighborhood  of, 
these  round-cell  aggregations.  There  are  also  numerous  de- 
posits of  amorphous  lime  and  some  patches  of  bone-tissue  in 
the  cyclitic  membrane.  Posteriorly,  the  retina  is  attached  to 
this  membrane.  It  is  undergoing  atrophy  and  its  histological 
conditions  are  in  no  way  remarkable,  except  for  round-cell 
aggregations  and  deposits  of  amorphous  lime,  similar  to  those 
found  in  the  cyclitic  membrane. 

The  most  interesting  part  of  this  eye  is  the  bone  formation, 
which   is  very  extensive. 

The  bone-tissue,  with  all  the  characteristics  of  true  bone, 
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lies,  as  far  as  can  be  seen,  on  the  inner  surface  of  the  lamina 
vitrea  of  the  choroid.  This  latter  is  not  always  visible,  but 
has  in  places  evidently  given  way  to  the  pressure  from  the 
superimposed  tissues.  In  numerous  places  it  is  found  as  a 
wavy  double-contoured  line  (see Fig.  1).  This  waviness  shows 
that  it  must  have  been  ruptured  in  places,  and  been  contracted 
by  the  superimposed  shrinking  tissue. 

The  bone-tissue  is  in  most  places  separated  from  the  inner 
surface  of  the  choroid  by  a  smaller  or  larger  amount  of  a 
lamellated  dense  connective  tissue  which  contains  a  great  deal 
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of  amorphous  lime,  and  numerous  pigment  patches.  A  sim- 
ilar tissue  covers  the  bone-tissue  on  the  inner  surface. 

The  bone-tissue  is  not  equally  thick  in  all  of  those  parts  of 
the  eye;  which  lie  behind  the  cyclitic  membrane,  but  varies 
from  one  to  four  and  five  layers  in  the  transverse  section. 
Whore  the  bono-t issue  is  thickest,  its  interspaces  are  filled 
with  marrow  (see  Fig.  2).  This,  I  think,  shows  thai  thebone- 
tissue  formation  has  been  going  on  for  a  verv  long  time,  and 
is,  if  I  remember  rightly,  only  the  second  time  that  I  have 
found  fat-tissue  in  intraocular  hone-tissue. 

Contrary  to  the  usual  experience,  when  there  is  bone 
formation,   the    choroid    is   in    some    parts    extremely    thick, 
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eight  and  ton  times  thicker  than  in  the  norm.  This  thickness 
is  due  in  part  to  a  direct  increase  of  tissue  in  the  outer  layers 
of  the  choroid,  the  result  of  former  inflammations  (choroiditis 
hypertrophies).  In  other  parts  this  thickness  is  produced  by  :i 
two-fold  cell-infiltration.  The  one  form  is  that  of  small  in- 
flammatory foci,  as  we  usually  see  it  when  it  is  due  to  the  pres- 
ence of  microbes,  although  I  found  none  here.  In  the  other 
form  of  infiltration  the  round  cells  are  much  larger  and  are 
arranged    in    more    or    less   parallel   rows.      I  know    nothing 
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about  the  source  of  these  large  cells,  unless  they  can  be  taken 
to  be  osteoblasts.     (See  Fig.  3.) 

The  optic  nerve  shows  a  large  increase  in  connective  tissue 
and  atrophy  of  the  nerve-fibres.  It  and  the  retina  are,  how- 
ever, largely  infiltrated  with  round  cells,  denoting  a  more  re- 
cent inflammatory  process.  This  inflammatory  process  is  also 
particularly  pronounced  in  the  walls  of  the  inter-vaginal  space, 
that  is  in  the  pia  mater  and  arachnoid.  Here  1  find  again  nu- 
merous small  round-cell  foci  aside  from  the  general  round-cell 
infiltration  and  the  proliferation  of  endothelial  cells. 

Some  of  the  posterior  ciliary  nerves,  on  their  way  through 
the  sclerotic,  also  show  round-cell  infiltration. 


Apparently  Inoffensive  Eyes.  5 

In  general,  then,  it  seems  clear  that  while  this  eye  clinically 
appeared  to  be  quiet  and  apparently  inoffensive,  it  had  all  the 
qualities  in  it  which  seem  necessary  to  induce  sympathetic  in- 
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flammation  in  the  other  eye,  and  I  think  this,  together  with  the 
fact  that  after  the  enucleation  the  other  eye  improved,  points  to 
it  that  the  pathological  conditions  in  the  second  eye  were  really 
of  a  sympathetic  nature,  and  not  only  pseudo-sympathetic. 
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A  CASE  OF  QUININE  AMAUROSIS. 

By  ADOLF  ALT,  M.D., 

ST.  LOUIS,  MO. 

MISS  E.  S.,  27  years  of  age,  presented  herself  at  the  Eye 
and  Ear  Clinic  of  the  St.  Louis  Mullanphy  Hospital 
September  26,  1900,  seeking  relief  from  a  medicament  ou> 
mydriasis,  which  some  general  practitioner  had  produced  sonic 
time  previously  and  which  she  thought  was  all  that  ailed  her 
eyes  at  that  date. 

She  gave  the  following  history:  On  August  27th  she  was 
ordered  to  take  muriate  of  quinine  on  account  of  an  attack  of 
malarial  fever.  Starting  at  4  o'clock  in  the  afternoon,  she 
took  6  grains  every  two  hours  till  10  o'clock  (24  grains  ).  then 
4  grains  every  two  hours  until  she  had  taken  40  grains  in  all. 

After  the  third  dose  (18  grains  at  8  o'clock  )  she  experienced 
violent  photopsise,  a  phenomenon  which  was  followed  by  the 
gradual  loss  of  vision,  and  this  apparently  affected  both  eyes 
to  an  equal  degree.  At  midnight  (28  grains)  she  could  barely 
recognize  the  light  of  the  lamp  in  her  room,  and  at  2  a.  m. 
(32  grains)  she  was  perfectly  blind,  with  not  a  vestige  of  light 
perception  left. 

In  spite  of  this  unfortunate  condition,  on  the  next  day,  the 
28th  of  August,  she  was  ordered  to  take  another  40  grains  of 
quinine  in  the  next  thirty-six  hours.  The  total  blindness  re- 
mained unchanged,  until  on  August  30th  at  8  P.  M.  she  thought 
she  could  perceive  the  light  coming  through  a  transom.  From 
this  on,  her  vision  grew  very  slowly  better  and  better.  The 
improvement  was,  however,  confined  to  the  central  vision  and 
her  visual  fields  remained  in  consequence  so  small  that  for 
about  a  week  she  could  not  go  about  alone  and  had  to  be  led. 
After  about  two  more  weeks  had  passed,  she  began  to  be  able 
to  read,  however  only  when  the  book  was  "right  in  front  of 
her,"  yet  the  print  was  still  "very  dazzly." 

Now,  at  her  visit  at  the  clinic,  two  months  after  the  poison- 
ing had  taken  place,  she  can  read  almost  as  well  as  ever,  only 
she  still  sees  as  if  she  were  looking  through  a  tube. 

Status  prcesens. — Both  pupils  are  dilated  ad  maximum  and 
do  not  respond  to  light.  Vision,  R.  E.  20/20;  L.  E.  20/30?.   The 
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visual  fields  are  quite  considerably  reduced,  down,  up  and  in- 
wards, especially  in  the  right  eye,  slightly  less  so  in  the  left 
eye.  The  ophthalmoscope  revealed  a  chalk- white  optic  papilla 
in  either  eye.  No  arteries  could  be  seen  in  the  right  fundus, 
only  two  larger  veins.  In  the  left  eye  a  few  arteries  could 
with  difficulty  be  made  out,  the  visible  veins  were  normal  in 
number  but  very  thin.  No  examination  of  the  color  sense 
could  be  made.     She  was  given  strychnia  internally. 

On  October  25th  I  saw  the  patient  again  and  found  the  oph- 
thalmoscopic picture  about  the  same,  both  papillae  being  chalky- 
white.  Her  vision  has  now  increased  in  the  R.  E.  to  20/30  and 
in  the  L.  E.  to  20/2o?.  The  visual  fields  had  probably  not  been 
changed  very  much  for  the  better.  The  right  was  now  up- 
wards 10°;  temporally  35°;  downwards  5°,  arid  nasally  15°. 
The  field  of  the  left  eye  was  upwards  20° ;  temporally  30° ; 
downwards  30c;  nasally  10°. 

An  attempt  to  see  and  examine  her  again  has  been  unsuc- 
cessful since  she  has  gone  to  work  and  cannot  spare  the  time ; 
she  reports,  however,  that  her  vision  seems  still  further  im- 
proved. From  her  description  the  fields  of  vision  do  not  seem 
to  have  become  any  larger. 

The  patient  had  never  before  experienced  any  trouble  in  her 
vision  and  was  positive  in  her  history  of  quinine  poisoning. 

While  there  have  been  probably  a  hundred  observations  of 
such  cases  of  quinine  amaurosis  placed  on  record  since  Gruen- 
ing's  first  compilation  in  1881  (Knapp's  Archives),  but  few 
single  observers  have  seen  more  than  one  or  two  cases  of  this 
nature. 

It  is  surely  astonishing  that  in  my  experience,  in  a  malarial 
country  like  ours  is,  this  is  the  first  undoubted  case  which  I 
have  seen  of  quinine  amaurosis.  When  we  consider  what  an 
enormous  amount  of  quinine  is  consumed  in  the  Mississippi 
Valley,  it  is  quite  remarkable  that  such  cases  are  not  more  fre- 
quent in  this  district.  Yet,  it  undoubtedly  is  due  to  a  special 
idiosyncrasy  only  that  now  and  then  an  individual  is  affected  in 
such  a  manner.  I  have  often,  too,  thought  it  not  impossible 
that  of  the  many  cases  of  atrophy  of  the  optic  nerve  which 
are  observed  here,  some  might  be  due  to  the  former  habit  of 
many  people  of  "  eating  "  quinine  to  prevent  chills  and  fever. 

I  particularly  inquired  in  this  case  whether  before  the  blind- 
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[less  came  on,  the  patient  had  any  peculiar  color  perceptions, 
but  she  had  not  perceived  any.  Once  when  I  had  taken  60 
grains  of  muriate  of  quinine  inside  of  an  hour  I  had  the  most 
beautiful  green  vision  that  can  be  imagined.  Everything  was 
in  a  bright  emerald  hue. 

This  symptom  does,  as  far  as  I  know,  not  seem  to  have 
been  observed  by  others.  Even  de  Schweinitz,  in  the  exhaus- 
tive chapter  on  toxic  amblyopias  in  the  "  System  of  Diseases 
of  the  Eye,"  Vol.  IV.  (Norris  and  Oliver),  does  not  mention 
any  chromatopsia  from  the  ingestion  of  quinine. 

Among  others  this  same  author,  and  more  recently  W.  A. 
Holden  ( ' «  Transactions  of  the  American  Ophthalmological 
Society,"  1898),  have  studied  the  pathology  of  quinine  amau- 
rosis experimentally  and  very  exhaustive^.  From  these 
studies  it  seems  that  quinine  at  first  produces  a  contraction  of 
the  blood-vessels  with  consequent  malnutrition  of  the  retina 
and  destruction  of  the  ganglionic  cells,  which  in  turn  is  fol- 
lowed by  an  ascending  atrophy  of  the  optic  nerve-fibres. 

Luckily  a  large  number  of  these  cases  of  quinine  amauro- 
sis seem  to  regain  at  least  a  certain  amount  of  vision.  It  is 
usually  the  central  vision  which  is  preserved  and  the  field  in 
most  cases  seems  to  remain  reduced  to  a  horizontal  ellipse,  as 
in  the  case  here  related.* 
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COMBINED  SCLEROTOMY  AND  IRIDECTOMY.* 
By  PROF.  L.  DE  WECKER, 

PARIS,  FRANCE. 
Translated  by  Adolf  Alt,  M.D.,  St.  Louis,  Mo. 

IT  will  soon  be  half  a  century  (1857)  since  iridectomy,  prac- 
ticed by  von  Graefe  for  the  cure  of  glaucoma,  has  saved 
or  saves  thousands  of  patients  from  an  incurable  blindness, 
and  yet,  we  can  hardly  feel  authorized  to  call  this  surgical  in- 
tervention a  sovereign  and  undisputed  means  of  curing  glau- 
coma . 

I  mention  here  as  a  curiosity  only,  or  rather  an  eccentricity, 
the  assertion  made  by  some  enemies  of  iridectomy  who  dare 
to  maintain  that  iridectomy  has  not  succeeded  in  restoring 
vision  to  one  single  glaucomatous  eye  (Schoen),  yet  we  have 
been  forced  to  acknowledge — and  von  Graefe  himself  has 
done  it — that  in  a  certain,  fortunately  a  very  small,  number 
of  cases,  the  iridectomy  can  exert  a  destructive  instead  of  a 
curing  influence  upon  the  vision  of  glaucomatous  eyes.f 
On  the  other  hand,  have  not  the  most  enthusiastic  supporters 
of  this  wonderful  discovery  acknowledged  that  its  curative 
effect  is  weakened  after  a  few  years  and  that  a  new  interven- 
tion in  such  cases  is  not  always  capable  of  arresting  the  pro- 
gress of  the  slowly  progressing  disease  which  leads  to  blind- 
ness ? 

Finally,  must  we  not  actually  contend  with  some  colleagues 
who  would  like  to  eliminate  completely  all  surgical  interven- 
tion in  the  treatment  of  chronic  simple  glaucoma  ? 

More  than  forty  years  of  clinical  experience,  therefore 
have  not  succeeded  in  establishing  on  a  firm  basis  the  action 
of  the  iridectomy  in  the.  cure  of  glaucoma,  and   we   have   ao\ 


*  Annates  d'Oculistique,  November,  1900. 

fWe  may  cite  the  case  of  one  of  our  colleagues.  <>nc  of  our  most  dis- 
tinguished confreres,  on  whom  the  whole  arsenal  of  antt-glauoomatoue 
operations  has  been  allowed  to  play-  Iridectomy,  anterior  sclerotomy, 
posterior  sclerotomy,  Hancock's  section,  enucleation  of  tin-  first  lost  eye, 
extirpation  of  the  superior  cerviea I  ganglion  of  the  sympathetic  nerve  has 
unfortunately  not  been  rescued  from  total  blindness. 
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yet  arrived  at  an  indisputable  explanation  of  the  manner  in 
which  this  surgical  intervention  acts.* 

It  seems  to  me  that  in  order  to  arrive  at  the  desirable  end 
to  be  able  to  assign  to  the  surgical  intervention  in  glaucoma  a 
sure  and  perfect  action,  it  would  first  be  indispensible  to 
establish  firmly : 

1.  How  must  an  iridectomy  or  a  sclerotomy  be  executed 
in  order  to  produce  the  best  possible  and  certain  results  ? 

2.  How,  in  a  case  of  direct  failure  or  when  the  success 
primarily  obtained  is  lost  after  a  certain  time,  can  we  with 
certainty  remove  the  doubt  that  this  lack  of  action  could  be 
due  to  an  incorrect  execution  of  the  operation  which  has  been 
performed  ? 

Whatever  theory  they  may  adhere  to,  I  believe  that  all 
clinicians  agree  in  admitting  that  an  iridectomy  or  a  sclerotomy 
can  produce  a  certain  curative  effect  under  the  following 
three  conditions:  (a)  That  the  incision  lies  in  the  sclerotic; 
(b)  that  it  is  six  or  eight  millimeters  long;  and  (c)  that  any 
adhesion  of  the  iris  to  the  scar  must  be  religiously  avoided. 

The  objection  may  be  made  that  these  conditions  are  more 
diflicult  to  come  up  to  when  an  acute  attack  of  glaucoma  is 
accompanied  by  pronounced  excess  of  intraocular  pressure, 
and  that  just  in  acute  glaucoma  it  is  almost  impossible  to  ob- 
tain the  three  conditions  for  the  exact  execution  of  the  opera- 
tion, especially  as  far  as  concerns  the  adhesion  of  the  iris  to 
the  scar.  Yet  it  is  well  known  that  just  in  acute  glaucoma 
the  operation,  even  if  executed  in  the  most  incorrect  manner, 
has  often  an  absolute  curative  effect,  at  least  for  a  certain 
period  of  time. 

On  the  other  hand,  in  cases  of  chronic  simple  glaucoma 
with  little  increase  of  intraocular  tension,  the  operations  aided 
by  the  powerful  action  of  miotics,  which  act  but  very  imper- 
fectly in  acute  glaucoma,  can  be  executed  in  the  most  correct 
manner  and  yet  have  a  much  less  brilliant  curative  action  than 
is  the  case  with  the  acute  and  inflammatory  forms  of  glaucoma. 

*The  modification  of  the  filtration  produced  by  the  incision  in  the 
sclera  is  the  most  generally  accepted  explanation,  but  we  must  still  hear 
from  time  to  time  the  absurd  objection  that  scars  should  rather  have  the 
tendency  to  contract  than  to  stretch.  And  yet,  with  what  difficulties  have 
the  surgeons  to  contend  after  a  laparotomy  in  order  to  prevent  the  stretch- 
ing of  the  scar  and  the  formation  of  a  ventral  hernia! 
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To  this  I  shall  answer,  that  the  curative  action  of  the  anti- 
glaucomatous  operations  is  in  direct  ratio  with  the  increase  of 
the  intraocular  tension  of  the  eye  to  be  operated  on;  that  this 
action  is  nil  if  there  is  no  morbid  increase  of  pressure,  and 
that  the  cicatrization  of  the  pericorneal  or  scleral  incision 
takes  place  under  normal  conditions  of  the  tension  of  the  eye. 
In  acute  glaucoma  in  which  this  cicatrization  goes  on  under 
the  influence  of  a  pronounced  excess  of  pressure,  which  often 
leads  to  the  formation  of  a  cystoid  scar,  the  stretching  of  the 
sclerotic  may  compensate  for  the  lack  of  correctness  in  the 
operation  (smallness  of  incision  and  adhesions  of  the  iris). 

On  the  contrary,  the  most  perfectly  correct  operation  in  a 
case  of  chronic  simple  glaucoma  loses  its  curative  action 
through  the  small  increase  in  the  intraocular  tension,  since 
the  smaller  this  increase  of  tension,  the  more  nearly  are  the 
conditions  under  which  the  cicatrization  takes  place  in  con- 
formity with,  those  in  an  eye  with  normal  tension.  The  cura- 
tive action,  therefore,  must  necessarily  correspond  with  the 
quantity  of  increase  of  pressure  which  is  present  in  the  eye 
suffering  from  chronic  simple  glaucoma.  In  these  cases  also 
the  appearance  of  the  scar  will  be  more  and  more  like  one  in 
an  eye  with  normal  physiological  tension.* 

In  order  to  be  able  to  make  a  correct  iridectomy  in  all 
kinds  of  glaucoma,  it  is  necessary  to  operate  under  conditions 
of  pressure  which  are  nearly  normal.  We  must,  therefore,  in 
order  to  obtain  the  desired  correctness,  put  the  eye  during  the 
performance  of  the  operation  in  a  state  of  tension  which  dif- 
fers the  least  possible  from  the  physiological  pressure,  and 
later  on  let  the  cicatrization  take  place  under  the  glaucomatous 
excess  of  pressure,  which  will  finally  be  counterbalanced  by 
the  loss  of  fluid  through  the  scar. 

The  iridectomy  had  hardly  been  introduced  by  von  Graef  e 

*As  much  as  I  have  scrutinized  the  objections  made  to  the  filtration 
theory,  even  by  the  most  competent  observers,  they  have  not  convinced  me; 
and  I  maintain  that  the  clinical  facts,  especially  the  actios  of  the  anti- 
glaucomatous  operations,  are  still  the  best  explained  by  the  theory  of  cica- 
tricial nitration,  which  shows  us  why  even  the  worst  executed  Operations 

may  cure  acute  glaucoma,  and  how  the  si  correctly  executed  Operations 

have  sometimes  no  or  almost  no  curative  effect  in  cases  of  chronic  simple 
glaucoma.     I  need  hardly  state  that  I  do  aol   here  speak  of  eases  of  mis 
takes  in  diagnosis  in  which  naturally  an  iridectomy  or  sclerotomy  can  have 
no  curative  effect  whatever. 


12  L.  De  WecJcer. 

as  a  cure  for  glaucoma  when  already  at  one  of  the  first  meet- 
ings of  the  Ophthalmologics!  Society  of  Heidelberg  I  heard 
Alexander  Pagenstecher  state  that  there  was  no  operation 
more  difficult  of  execution  than  a  correct  iridectomy  on  an  eye 
suffering  from  acute  glaucoma  and  that  he  tried  to  produce 
the  best  conditions  for  the  operation  by  reducing  the  pressure 
to  a  lesser  degree  by  means  of  a  previously  made  paracentesis 
(one  or  two  days). 

This  advice,  which  was  inspired  by  a  very  careful  clinical 
observation,  did  not  receive  the  notice  which  it  deserved.  Al- 
most forty  years  later  only  my  collaborator,  Masselon,  began 
to  make  to  the  same  end  the  posterior  sclerotomy,  which  a 
little  later  was  adopted  by  Parinaud,  Priestley  Smith  and 
others. 

It  is  an  incontestable  fact  that  a  posterior  sclerotomy  when 
executed  six  or  seven  millimeters  distant  from  the  corneal 
margin,  even  when  made  with  a  knife  of  the  width  of  one 
millimeter,  is  the  quicker  followed  even  in  the  hardest  glaucoma- 
tous eye  by  a  reduction  of  the  pressure  to  the  norm  or  even 
below  it,  if  this  puncture  is  immediately  followed  by  a  slight 
massage  (  Dianoux  ) . 

I  am  far  from  trying  to  doubt  this  effect  which  I  have  been 
able  to  watch  many  times  in  eyes  operated  on  by  Masselon  and 
by  myself.  Still  there  is  another  and  less  easy  intervention  which 
I  propose  for  preceding  the  iridectomy.  Posterior  sclerotomy 
when  immediately  preceding  the  iridectomy  has,  I  acknowl- 
edge it,  the  very  great  advantage  not  to  double  the  surgical 
intervention;  it  is  not  necessary  to  mention  it  to  the  patient, 
and  as  far  as  he  is  concerned  sclerotomy  and  iridectomy  con- 
stitute but  one  and  the  same  operation.  For  what  I  propose 
the  patient  must  be  put  twice  into  the  operating  chair,  and, 
therefore,  we  must  be  sure  of  his  entire  confidence  and  have 
him  well  in  hand.  What  I  fear  for  my  patients  in  posterior 
sclerotomy  is  the  wound  of  the  vitreous  bodv,*  be  it  ever  so 


*In  these  last  years  the  effort  has  been  made  to  substitute  for  the  cor- 
rect expression  vitreous  body,  the  little  euphonic  one  of  vitreous  in  short. 
The  abbreviators  in  ophthalmology  should  not  stop  here.  Why  not  speak 
of  the  ciliary,  the  aqueous,  etc.  These  constituent  parts  of  the  eye  might, 
with  the  same  propriety  as  the  vitreous,  clamor  for  the  suppression  of  their 
body  and  of  their  humor.  [The  same  holds  good  for  the  abbreviators  in 
the  English  language. — Translator.] 
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small,  and  a  wound  of  this  part  of  the  eye,  which  cannot 
be  overlooked,  necessarily  accompanies  every  posterior  scle- 
rotomy. 

In  order,  then,  to  avoid  every  disagreeable  surprise  which 
an  iridectomy  for  the  cure  of  orlaucoma  might  bring,  and  to 
assure  an  absolutely  correct  execution  of  this  operation  so 
that,  if  the  success  of  the  operation  does  not  prove  definitive, 
the  operator  has  at  least  no  reason  to  blame  himself,  I  advise  in 
all  cases  in  which  an  anti-glaucomatous  iridectomy  is  to  be 
made,  to  precede  this  operation  by  an  anterior  sclerotomy  one 
or  two  days  before  the  final  operation. 

One  may  object  that  just  in  these  acute  cases  an  iridec- 
tomy, even  when  badly  executed,  is  curative,  and  on  the  other 
hand  that  an  anterior  sclerotomy  is  very  difficult  of  correct 
execution  under  these  circumstances.  To  the  first  of  these 
objections  I  answer  that  if  an  iridectomy,  even  an  incorrect 
one,  re-establishes  vision  in  an  eye  attacked  by  acute  glau- 
coma, there  remains  still  a  certain  apprehension  as  to  the 
duration  of  this  salutary  action,  and  when  the  effect  is  lost 
after  a  few  years  one  must  feel  a  suspicion  that  this  loss  of 
effect  is  due  to  a  defective  execution  of  the  operation.  The 
future  will  have  to  teach  us  whether  in  reality  patients  oper- 
ated on  for  acute  glaucoma  will  be  absolutely  free  from  any 
relapse  of  the  disease  when  only  correct  operations  are  per- 
formed. 

It  is  certainly  true  that  in  the  absence  of  an  anterior  cham- 
ber, when  my  procedure  is  followed  and  still  more  when  oper- 
ating in  the  manner  of  Quaglino,  the  sclerotomy  is  very  diffi- 
cult of  execution.  When,  however,  it  is  done  as  a  preliminary 
operation  it  is  not  necessary  that  the  sclerotomy,  which  I 
make  in  the  lower  corneal  margin,  should  comprise  a  very 
considerable  extent  of  sclerotic  tissue.  Provided  one  succeeds 
in  making  with  a  von  Graefe  knife  or  even  with  mine  (only 
half  as  large)  a  puncture  and  counterpuncture  and  leaves  be- 
tween them  a  small  bridge,  one  succeeds  easily  by  means  of* 
massage  in  reducing  the  tension  in  one  or  two  days  so  as  to 
get  a  good  action  of  the  miotics  and  to  be  able  to  make  an 
absolutely  correct  iridectomy  upwards. 

This  obligatory  addition  of  an  anterior  sclerotomy  to  the 
iridectomy  is  certainly    no    simplification,  but   it    will  surely 


14  L.  Be  Wecker. 

win  its  way  in  a  shorter  or  longer  time,  because  it  gives  the 
following  advantages: 

1.  It  deprives  the  iridectomy  of  the  dangers  which  it  in- 
contestably  presents  in  a  certain  number  of  cases  of  recent 
glaucoma,  and  in  those  in  which  the  disease  has  already  pro- 
gressed so  far  that  the  nasal  border  of  the  held  of  vision 
threatens  to  encroach  upon  the  point  of  fixation. 

2.  A  long  experience  has  shown  me  that  the  sclerotomy 
alone  not  only  removes  the  danger  of  the  anti-glaucomatous 
iridectomy,  which  is  finally  made  after  a  shorter  or  Longer 
period,  but  even  constantly  enlarges  the  visual  Held  by  forcing 
back  its  nasal  border  from  the  point  of  fixation. 

3.  Finally,  when  by  the  combination  of  the  two  methods 
the  glaucoma  is  cured,  or  the  affection  is  arrested  in  its  pro- 
gress, one  can  feel,  after  an  operation  performed  rigorously 
lege  artis,  much  more  safe  concerning  the  future  of  one's  pa- 
tient; and  if,  after  a  certain  number  of  years,  t  he  effect  of  this 
double  surgical  intervention  should  be  lost,  one  has  do  cause 
for  self-reproach  and  besides  one  may  reopen  the  old  sears. 

What  I  hope  from  the  combination  of  these  two  operations 
is  that  the  combination  of  their  curative  effects,  which  is  an 
undeniable  one  for  either  one  when  performed  alone,  will  have. 
besides  freeing  the  iridectomy  from  its  dangers,  the  very  val- 
uable effect  of  accentuating  its  curative  influence  and  of  ren- 
dering it  more  durable. 

Actually,  I  can  already  affirm  that  in  cases  of  very  far  pro- 
gressed glaucoma  in  which  formerly  I  should  not  have  dared  to 
make  an  iridectomy  and  should  have  simply  made  a  sclerotomy, 
the  combination  of  these  two  operations  has  given  me  better 
results  than  the  simple  sclerotomy  or  iridectomy  when  I  tried 
to  make  it  alone. 

As  regards  the  cumulation  of  the  two  anti-glaucomatous 
operations  with  reference  to  the  duration  of  their  action,  a 
firm  statement  in  the  one  sense  or  the  other  cannot  be  made 
with  absolute  certainty  until  after  a  long  series  of  years  of  ob- 
servation, but  theoretically  we  are  a  priori  tempted  to  come 
to  favorable  conclusions  concerning  this  double  intervention. 
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ON  IRIDECTOMY  IN  GLAUCOMA.* 

By  CH.  ABADIE,  M.D. 

Translated  by  Adolf  Alt,  M.D.,  St.  Louis,  Mo. 

THE  iridectomy  is  wonderfully  effective  in  acute  glaucoma 
when  made  in  time.  Everybody  knows  this  form  of 
glaucoma  in  which  there  are  violent  pains,  the  eye  is  hard,  the 
cornea  dim,  the  pupil  dilated.  The  operation  is  difficult,  but 
generally  a  sovereign  remedy  and  its  action  is  definitive. 

The  subacute  glaucoma  has  varieties  which  are  more  diffi- 
cult to  recognize,  and  the  ophthalmologists  agree  less  in  their 
description.  Some  speak  of  subinflammatory  glaucoma,  an 
improper  name  to  my  mind ;  for  if  there  is  an  inflammation, 
this  inflammation  is  altogether  a  secondary  one.  It  would  be 
better  to  speak  of  glaucoma  with  corneal  complication.  This 
would  have  the  advantage  of  indicating  the  capital  symptom 
of  these  chronic  forms  and  in  no  way  prejudicating  their  char- 
acter, since  the  corneal  complication  is  absolutely  and  alone 
due  to  the  increase  of  the  intraocular  tension. 

It  is  true,  this  diffuse  dimness  of  the  cornea  is  of  varying 
degrees ;  sometimes  it  is  so  dense  that  the  iris  is  almost  totally 
hidden ;  sometimes  it  is  so  insignificant  that  when  the  affec- 
tion is  unilateral  it  can  only  be  recognized  by  comparing  it  with 
the  normal  eye.  When,  however,  this  dimness  is  present,  we 
can  state  that  in  the  majority  of  cases  iridectomy  will  be  suc- 
cessful. 

Finally  we  can  count  on  the  good  effects  of  this  operation 
in  the  forms  of  glaucoma  which  progress  by  crises,  with  inter- 
missions, and  a  total  remission  during  the  intervals.  These 
intermitting  crises  appear  in  two  different  ways.  They  are 
either  more  or  less  dense  obscurations  of  a  varying  duration, 
during  which  vision  is  impaired  to  return  later  to  the  norm; 
or  these  crises  show  themselves  by  colored  rings  which  are 
perceived  around  flames  and  which  disappear  as  they  have 
conic,  without  apparent  reason. 

When  these  phenomena  are  really  intermittent,  and  we  in- 
sist on  it,  with  complete  remission  during  the  intervals,  an 
iridectomy  succeeds  in  curing  them. 


'Archives  d'Ophtalmologie,  November,  L900. 
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It  is  not  the  same  with  the  other  forms  of  glaucoma,  which 
arc  called  generally  chronic  simple  glaucoma. 

The  development  in  these  cases  shows  itself  in  purely  func- 
tional disturbances  which  come  on  without  the  patient's 
knowledge.  They  are  characterized  by  a  progressive  contrac- 
tion of  the  visual  field  which,  slowly  growing,  ends  by  involv- 
ing the  central  vision,  which  it  destroys,  and  thus  finally  the 
patient  becomes  blind. 

In  another  form  of  chronic  simple  glaucoma  the  patient 
sees  colored  rings  around  flames,  which  attract  his  attention  to 
the  disease  which  threatens  him.  But  this  appearance  is  con- 
stant and  is  regularly  reproduced  under  exactly  the  same  and 
well-defined  conditions  (for  instance,  every  evening  as  soon  as 
the  patient  begins  to  look  at  a  luminous  object),  and  not  with 
perfectly  irregular  intervals,  as  is  the  case  in  the  glaucomata 
with  intermittent  crises,  of  which  I  have  spoken  above  and 
which  are  curable  by  iridectomy. 

In  chronic  simple  glaucoma  of  whatever  variety  every  op- 
eration on  the  eyeball  is  contraindicated  and  has  no  or  a  bad 
influence  on  vision. 

Why  should  we,  in  the  cases  of  acute,  subacute  or  inter- 
mittent glaucoma,  in  which  the  iridectomy  is  successful,  look 
for  something  else  and  perform  sympathectomy,  a  much  more 
laborious  and  complicated  operation? 

This  is  evidently  wrong,  and  yet  it  is  being  done  and  we  must 
fight  against  it.  With  astonishment,  I  found  at  the  Congress 
of  Ophthalmology  at  Paris  and  at  the  one  at  Heidelberg  that  a 
number  of  the  cases  cited  in  the  statistics  of  removals  of  the 
superior  cervical  ganglion  belonged  to  the  class  of  those  which 
can  be  cured  perfectly  by  iridectomy. 

A  surgical  intervention  of  this  importance  was,  therefore, 
not  in  place,  and  the  less  so  since  just  in  these  cases  the 
sympathectomy  did  not  seem  to  succeed.  It  is  true,  the  pains 
are  momentarily  calmed ;  during  several  days  the  intraocular 
tension  is  reduced ;  but  this  operation  has  not  as  powerful  a 
curative  effect  and  as  definitive  as  the  iridectomy.  This  has 
led  to  the  complaints  of  the  surgeons  who  have  applied  it 
wrongly  and  to  the  discredit  which  has  been  cast  on  a  very 
useful  operation  when  it  is  performed  in  the  proper  cases. 

In  fact,  glaucoma  in  its  multiple  variations  is  a  complex. 
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bizarre  disease,  calling  for  various  interventions,  according  to 
the  form  in  which  it  presents  itself.  What  is  good  in  one 
form  is  bad  in  another  and  vice  versa. 

What  I  have  above  all  else  tried  to  establish  in  the  numer- 
ous communications  which  I  have  published  on  this  subject  is, 
that  contrary  to  the  opinions  held  up  to  this  date,  glaucoma 
is  not  a  disease  of  the  eye  in  the  strict  sense,  but  a  disease  of 
the  sympathetic  nerve  (whether  of  the  original  nuclei  or  of 
the  conductive  nerve-fibres,  will  become  clear  later  on)  which 
presides  over  the  innervation  of  the  vessels  of  the  eye.  Yet 
it  may  be  possible  and  even  probable  that  the  vasomotor  fibres, 
the  constrictors  and  dilators  of  the  vessels  of  the  eye,  take  their 
origin  from  different  places,  which  might  explain  the  multi- 
plicity of  forms  and  the  difference  in  the  result  when  one  or 
the  other  set  of  nerve-fibres  is  cut.  In  the  acute  and  subacute 
forms  the  section  of  the  iris-circle  and  of  the  nerve-fibres 
which  it  contains  is  efficacious.  In  chronic  simple  glaucoma 
we  must  act  on  the  fibres  of  the  plexus  of  the  carotid. 

At  all  events,  in  those  cases  in  which  an  iridectomy  pro- 
mises success,  there  is  all  the  evidence  that  we  must  retain  this 
operation;  not  only  because  it  is  simple  and  belongs,  properly 
speaking,  to  ophthalmic  surgery,  but  also,  and  above  every- 
thing else,  because  it  is  successful;  while,  on  the  contrary,  in 
just  these  cases  the  sympathectomy,  a  longer  and  more  difficult 
operation  and  one  which  belongs  to  general  surgery,  gives  but 
uncertain  results. 

On  the  other  hand,  in  chronic  simple  glaucoma  the  section 
of  the  nerves  need  not  be  made  in  the  iris  but  in  the  cervical 
sympathetic,  and  in  these  cases  results  are  obtained  which 
could  not  be  gained  by  any  other  method. 

We  have,  it  is  well  understood,  given  here  only  very  gen- 
eral rules;  but  every  experienced  clinician  knows  Ili.il  there 
are  always  exceptional  cases. 

Between  the  typical  forms  which  we  are  obliged  1<>  well 
and  completely  separate  in  order  to  better  differentiate  between 
them,  there  are  others  which  form  transitions  and  in  which  ;i  is 
difficult  to  know  beforehandw  hether  this  or  thai  treatment  is 
likely  to  prove  successful, 

In  consequence  it  is  possible  that  in  a  given  case  in  which 

an  iridectomy  seemed   indicated,  this    leaves    ns    in    the    lurch, 
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and  that  we  have  afterwards  to  perform  sympathectomy ;  but 
it  is  none  the  less  true  that  at  this  time  the  therapy  of  glau- 
coma might  be  formulated  in  the  following  manner: 

In  the  acute  and  subacute  forms  with  the  corneal  disturb- 
ance, in  the  forms  with  intermittent  crises,  obscurations  of 
the  visual  field  with  colored  rings  around  the  flames  but  with 
complete  remission  in  the  intervals  between  the  crises,  we  must 
first  practice  iridectomy,  then  when  this  fails  recur  to  sympa- 
thectomy. 

In  chronic  simple  glaucoma  we  must  begin  first  with  the 
regular  application  of  miotics,  twice  a  day;  if  this  appears  to 
suffice,  keep  it  up ;  and  when,  in  spite  of  their  systematic  em- 
ployment, vision  deteriorates,  execute  the  removal  of  the  supe- 
rior cervical  ganglion. 
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M.D. 

"Degenerative  Results  of  Defective  Heredity,"  by  Ch. 
Denison,  M.D. 

"  Forty-First  Annual  Report  of  the  Nederlandsch  Gast- 
huis  voor  Oogliders,  Utrecht." 

' 4  Case  of  Successful  Removal  of  Piece  of  Steel  from  the 
Vitreous  Chamber,"  by  Ch.  A.  Oliver,  M.D. 

'  *  Description  of  a  New  Method  for  the  Implantation  of 
Glass  Balls  into  Tenon's  Capsule,"  by  Ch.  A.  Oliver,  M.D. 

4 «  Five  Hundred  and  Seventy-Nine  Cases  of  Infection  of 
the  Temporal  Bone,  with  Brief  Comment,"  by  F.  M.  Wil- 
son, M.D. 

"  History  of  a  Case  of  Removal  of  a  Retrobulbar  Lympho- 
sarcoma, with  Preservation  of  Normal  Vision,"  by  Ch.  A. 
Oliver,  M.D. 


CORRESPONDENCE. 


The  following  letter  explains  itself.  We  gladly  avail  our- 
selves of  an  opportunity  to  present  it  to  our  readers  and  wish 
Dr.  Gould  an  unqualified  success  in  his  new  enterprise,  in  which 
he  deserves  the  staunch  support  of  an  honest  and  self-esteem- 
ing profession : 

January  8th,  1901. 
My  Dear  Doctor  : 

Without  a  day's  notice,  and  without  any  complaint  to  me 
or  criticism  of  my  editorial  management  of  the  Philadelphia 
Medical  Journal,  I  have  been  discharged  by  the  board  of 
trustees.  I  have  not  been  allowed  to  explain  this  act  to  the 
subscribers  of  the  Journal  nor  to  say  a  word  of  goodbye  to 
them.  So  long  as  I  controlled  the  reading  columns  I  did  so 
to  the  uttermost  of  my  ability  with  the  purpose  of  keeping 
them  wholly  free  from  the  influence  of  any  publisher,  from 
commercialism,  and  from  a  hundred  forms  of  medical  abuses, 
lay  and  professional.  I  have  also  aimed  to  give  subscribers 
the  most  and  best  literature  for  the  least  money  possible.  In 
a  word,  I  have  sought  to  establish  a  great  American  medical 
weekly,  with  the  closest  attainable  adherence  to  professional 
ideals  and  scientific  usefulness.  The  organization  of  the  com- 
pany and  its  control  by  lay  capital  permitted  a  failure  in  my 
attempt  at  realizing  the  purpose. 

Hundreds  of  letters  and  words  of  encouragement  ate 
being  offered,  advising  the  founding  of  a  new  medical  journal, 
so  organized  that  no  one  person  can  govern  its  fate.  I  am 
willing  to  give  my  best  of  remaining  life  to  this  end,  but  it 
necessarily  depends  upon  the  co-operation  of  the  profession 
to  carry  it  out.  In  order  to  test  the  desire  of  the  profession 
I  request  an  immediate  reply  to  the  following  proposition : 
With  trust  worthy  and  competent  business  and  professional 
associates,  and  under  good  legal  advice,  a  company  may  be 
incorporated  and  capital  stock  offered  to  members  of  the  pro- 
fession, iu  the  following  manner: 

—19— 


20  Correspondence. 

1.  Founders'  shares,  at  $50.00,  giving  the  owner  thereof 
a  lifetime  subscription  to  the  new  medical  weekly,  and  per- 
petual participation  in  the  profits.  (The  number  of  founders' 
shares  is  limited  and  the  holders  will  secure  a  pre-eminent 
influence  in  the  ownership  and  conduct  of  the  journal.  It  is 
our  purpose  to  make  it  an  honor  even  to  one's  children  to 
have  been  a  founder. ) 

2.  Preferred  shares,  drawing  six  per  cent,  dividends  from 
the  net  earnings,  subscriptions  to  which  arc  requested  in 
amounts  of  $100.00  and  over.  (The  preferred  stock  offers  a 
safe,  permanent  and  profitable  investment.) 

3.  For  $10.00,  three  years'  subscription  to  the  journal  and 
$10.00  worth  of  common  stock.  (The  common  stock  parti- 
cipates in  dividends  upon  the  net  earnings  after  those  paid 
upon  preferred  shares.) 

4.  For  $5.00,  one  year's  subscription  to  the  journal  and 
$5.00  worth  of  common  stock. 

These  offers,  any  one  or  all,  may  be  withdrawn  at  any 
time  and  without  notice,  when  a  sufficient  working  capital  has 
been  secured.  \Ye  purpose  maintaining  the  par  value  of  the 
stock  and  shall  issue  only  sufficient  for  a  safe  working  capital, 
thus  insuring  full  dividend-value  on  all  investments. 

In  order  to  enlarge  and  perfect  the  new  weekly  so  far  and 
fast  as  possible,  the  subscription  price  will  be  placed  at  $4.00 

By  the  above  plan  there  will  be  an  absolute  security  that 
no  combination  of  capital,  and  no  lay  owner  or  publisher,  can 
ever  obtain  control  of  the  journal.  Thus  at  last  may  be  sat- 
isfied the  greatest  need  of  the  American  medical  profession, 

for  a  great  organ  free  from  the  domination  and  dangers  illns- 

©  ©  © 

trated  in  the  newspaper  world,  and  unfortunately  too  fre- 
quently in  medical  journalism. 

I  do  not  wish  money  sent  at  present,  but  only  a  reply 
at  once  as  to  your  willingness,  and  to  what  extent  you  will 
give  the  project  your  financial  support.  This  letter  is  designed 
merely  as  a  test  of  professional  opinion.  If  sufficient  funds 
are  promised,  details  of  plans,  prospects  and  possibilities  will 
be  sent  promptly.  I  wish  to  issue  the  first  number  of  the 
journal  in  February. 

The  new  century  opens  with  a  most  prosperous  commercial 
outlook.     With  your  hearty  practical  interest  we  shall  be  able 
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to  realize  the  early  establishment  of  a  representative  organ  of 
the  profession  and  for  the  profession. 

A  postal  card  blank  is  enclosed,  upon  which  your  condi- 
tional offer  may  be  indicated,  and  the  same  mailed  to  my  ad- 
dress. Faithfully  yours, 

Geo.  M.  Gould. 
1321  Walnut  Street,  Philadelphia. 


PAMPHLETS  RECEIVED. 

"  Trachoma,"  by  J.  C.  Hancock,  M.D. 
"A  Case  of  Sarcoma  of  the  Choroid,"  by  A.R.  Baker,  M.D. 
'' Retinitis  Albuminuric^,  with  a  Report  of  a  Case,"  by 
F.  W.  Alter,  M.D. 

"  Thirty-First  Annual  Report  of  the  New  York  Ophthal- 
mic and  Aural  Institute." 

"  Melanosarcoma  of  the  Conjunctiva,  with  a  Report  of  a 
Case,"  by  A.  R.  Baker,  M.D. 

1  *  Gumma  of  the  Iris  and  Ciliary  Body ;  Recovery  with 
Normal  Vision,"  by  Ch.  A.  Oliver,  M.D. 

1 '  The  Use  of  the  Electromagnet  in  Removing  Foreign 
Bodies  from  the  Eye,"  by  A.  R.  Baker,  M.D. 

1 «  The  Use  of  X-Ray  and  Electromagnet  in  Locating  and 
Removing  Foreign  Bodies  from  the  Vitreous  Humor,"  by  A. 
R,  Baker,  M.D. 

"  Some  Observations  Upon  Syphilitic  Manifestations  in 
the  Optic  Nerve  and  Retina;  Inflammatory  Manifestations," 
by  P.  T.  Vaughan,  M.D. 

« '  Estimation  of  the  Amount  of  Injury  to  the  Earning  Ca- 
pacity of  the  Individual  from  Partial  or  Complete  Loss  of 
Vision,"  by  H.  F.  Hansell,  M.D. 

"A  Cataract  Knife  of  Excellent  Shape  and  Proportion, 
Devised  a  Century  and  a  Half  Ago  by  Dr.  Thomas  Young  of 
Edinburgh,"  etc.,  by  A.  A.  Hubbell,  M.D. 

' '  Recovery  of  Vision  by  an  Iridectomy  with  Removal  of 
Lens-Capsule  and  Lens-Debris  in  a  Case  of  Blindness  of  more 
than  Thirteen  Years'  Duration,"  by  Ch.  A.  Oliver,  M.D. 


MEDICAL   SOCIETIES. 


OPHTHALMOLOGICAL    SOCIETY    OF    THE    UNITED 

KINGDOM.* 

Clinical  Evening. 

G.  Anderson  Critchett,  M.A.,  M.K.C.S.E.,  President,  in 

the  Chair. 

Thursday,  December  13,  1900. 
Cases. 
Mr.  J.  H.  Fisiiek  showed  a  case  of  congenitally  imperfect 
separation  of  the  iris  from  the  back  of  the  cornea. 

The  patient  was  a  woman,  aged  '21.  who  had  been  t rented 
recently  at  the  London  Hospital  for  an  attack  which  appeared 
to  be  one  of  acute  or  subacute  glaucoma.  On  examination  the 
whole  anterior  surface  of  the  left  iris  was  pitted.  At  the  outer 
and  lower  part  there  was  a  wide  adhesion  of  the  iris  to  the  hack 
of  the  cornea,  while  on  the  inner  side  it  was  adherent  to  a  less 
extent.  Mr.  Fisher  worked  out  the  refraction  under  homatro- 
pine,  with  the  result  that  the  tension  ran  to  +  1.  There  was  pain . 
and  the  pupil  remained  dilated,  although  that  of  the  right  eve 
had  regained  its  normal  condition  the  next  day.  Eserine  con- 
tracted the  pupil  and  reduced  the  tension. 

He  considered  that  the  case  threw  some  light  on  congenital 
glaucoma,  as  the  position  of  the  iris  here  clearly  was  the  cause 
of  the  increased  tension. 

Mr.  W.  T.  Lister  showed  a  large  dermoid  tumor  on  the 
cornea  of  an  ox.  There  was  a  large  growth  on  the  cornea  and 
sclera,  from  which  grew  a  bunch  of  long  hairs. 

Mr.  C.  Brooksbank  James  showed  a  rare  example  of  per- 
sistent pupillary  membrane. 

The  patient  was  a  child,  aged  8.  She  was  brought  on  ac- 
count of  a  convergent  squint.  She  was  one  of  a  family  of  four, 
none  of  the  others  having  any  eye  affection.  When  16  months 
of  age  there  was  a  slight  inflammatory  attack,  which  lasted  a 
few  days  only.     In  the  right  eye  there  was  a  convergence  of 

♦British  Medical  Journal. 

—22— 


Ophthalmological  Society  of  the  United  Kingdom.        23 

40°.  The  iris  was  of  a  pale  greyish-yellow  color.  The  normal 
pupil  was  occupied  by  strands  which  enclosed  several  openings. 
In  the  left  pupil  there  were  some  small  tags  of  pupillary  mem- 
brane with  good  vision  in  the  eye,  and  5  D.  of  H.  In  the 
affected  eye  the  vision  was  extremely  bad,  but  the  projection 
was  good. 

Mr.  James  also  showed  a  boy,  aged  11,  who  with  his  H. 
correction  had  normal  vision.  In  the  fundus  there  was  a  large 
pigmented  area  below  the  disc,  which  had  a  crescent.  The 
pigment  was  mostly  under  the  vessels,  but  near  the  disc  they 
dipped  into  it.  There  was  also  a  strand  of  persistent  pupillary 
membrane.  Mr.  James  referred  to  some  cases  shown  by  Mr. 
Sydney  Stevenson  which  had  somewhat  similar  changes. 

Mr.  A.  Stanford  Morton  showed  a  case  of  growth  on 
cornea. 

The  patient  was  a  boy,  aged  7,  who  was  first  seen  in 
August.  At  the  upper  corneal  margin  there  was  a  yellowish 
spot  4  mm.  in  diameter;  it  was  not  raised  above  the  corneal 
margin,  and  it  extended  downwards  to  about  the  margin  of 
the  undilated  pupil.  He  tried  to  shave  it  off,  but  failed  to  do 
so.  He  then  transfixed  it  and  entered  a  space  full  of  yellow- 
ish material,  which  he  scraped  out.  It  was  found  on  exami- 
nation to  consist  of  connective  tissue  with  some  elastic  fibres, 
but  no  fat.  On  the  deep  surface  of  the  part  removed  was 
some  cellular  material  in  which  there  appeared  to  be  a  few 
giant  cells,  but  there  was  nothing  typical  of  tubercle.  It  cer- 
tainly was  not  congenital,  and  it  continued  to  spread,  but  very 
slowly. 

Mr.  Nettleship  referred  to  a  case  he  had  seen  with  Mr. 
Bickerton  which  was  somewhat  similar,  and  here  after  a  time 
it  ceased  to  grow. 

Mr.  Goldsmith  also  referred  to  a  somewhat  similar  case. 
Mr.  A.  H.  Thompson  showed  a  case  of  superficial  choroidal 
atrophy  without  subjective  symptoms  in  a  member  of  a  family 
subject  to  night  blindness. 

The  patient  was  a  woman,  who  made  no  complaint  of  her 
vision,  which  was  found  on  testing  to  be  6/9  in  one  eye  and  6/6 
in  the  other.  The  maculae  were  normal  and  the  fields  full.  In 
each  eye  there  was  a  large  area  of  choroidal  atrophy;  there 
was,  however,  no  night  blindness  or  diminished  light  sense. 
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This  patient's  father  had  difficulty  in  seeing  objects,  though 
he  could  see  to  read  small  print,  and  there  were  several  mem- 
bers of  the  family  who  suffered  from  night  blindness. 

The  President  had  found  that  many  of  these  people  found 
very  great  assistance  from  wearing  glasses  of  golden  yellow 
tint,  and  he  thought  that  the  cutting  off  of  the  violet  rays  l>v 
glasses  of  this  color  might  be  the  explanation  of  this,  although 
it  did  not  help  everyone. 

Remarks  were  also  made  by  Mb.  Edridge-Grekn  and  Mi:. 
Tempest  Anderson. 

Dr.  W.  C.  Rockliffe  showed  a  case  of  conjunctival 
growth  (pinguecula  ?). 

The  patient,  aged  12,  was  first  seen  in  August.  The  mother 
stated  that  at  birth  a  small  red  pimple  was  noticed  at  the  outer 
side  of  the  left  cornea,  and  it  has  slowly  spread  since  then.  A 
crescentic  pigmented  thickening  surrounded  the  outer  third  of 
the  cornea,  which  was  2  mm.  in  thickness.  It  was  freely 
movable  with  the  cornea,  and  had  no  deep  attachment,  so  tli.it 
a  probe  could  be  passed  beneath  it.  It  had  not  enlarged  to 
an  appreciable  extent  during  the  last  three  months.  There 
was  a  tuberculous  history,  but  a  piece  he  had  removed  for  ex- 
amination had  not  yet  been  reported  on.  The  fundus  was 
normal,  and  the  vision  6/9.  Dr.  Rockliffe  stated  that  he  did 
not  think  it  malignant,  and  he  mentioned  a  similar  case  shown 
to  the  Society  by  Dr.  W.  J.  Collins. 

In  the  Ophthalmic  Review  for  October  was  an  abstract  of 
a  paper  by  Le  Grange,  in  which  he  stated  his  belief  that  they 
were  usually  of  a  dermoid  nature,  but  they  contained  hairs; 
whereas  in  this  case  no  hairs  were  present.  Dr.  Rockliffe  ex- 
pressed his  intention  of  dissecting  it  out. 

Mr.  R.  Marcus  Gunn  showed  a  ease  of  (  ?)  tubercle  be- 
neath the  ocular  conjunctiva. 

The  patient  was  a  girl,  aged  13,  beneath  whose  conjunctiva 
of  the  left  eye  near  the  cornea  was  a  vascular  growth.  She 
had  tuberculous  glands,  but  there  was  no  family  history  of 
tubercle. 

Mr.  J.  H.  Fisher  showed  a  case  of  sarcoma  of  the  con- 
junctiva. 

The  patient  was  a  man,  aged  28,  who  had  been  invalided 
out  of  the  army  on  account  of  the  eye.     In  May  of  last  year 
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he  first  noticed  a  small  red  spot  which  grew  and  was  removed 
in  February  of  this  year.  It  recurred  and  was  removed  again 
in  May  and  also  in  August.  There  was  now  a  flat  yellowish- 
brown  mass  which  was  smooth  on  the  surface,  and  vascular. 
About  one-fifth  of  the  cornea  was  covered,  but  the  vision  was 
good.  There  was  no  glandular  enlargement  and  no  specific 
history. 

Mr.  Fisher  proposed  to  remove  the  eye  with  the  growth, 
as  partial  operations  had  been  proved  to  be  useless. 

Mr.  C.  Blair  showed  an  unusual  case  of  choroiditis. 

The  patient  A\as  a  woman  whose  sight  had  been  affected 
for  about  three  months,  and  was  J.  20.  There  was  an  area 
of  closely-packed  choroiditis  with  almost  an  entire  absence  of 
pigment.  The  patches  were  not  raised,  and  the  field  of  vision 
w -as  defective.  The  vitreous  was  full  of  opacities,  but  there 
was  no  specific  or  tuberculous  history. 

Mr.  Jessop  always  looked  upon  these  cases  of  vitreous 
opacities  as  syphilitic,  and  thought  that  his  case  was  really  of 
that  nature. 

Mr.  CO.  Hawthorne  also  mentioned  a  case. 

Mr.  W.  T.  Holmes  Spicer  showed  a  case  of  naevus  of  the 
orbit. 

The  patient  was  a  married  woman,  who  when  seen  in  July, 
1898,  had  some  proptosis  of  the  left  eye  due  to  a  vascular  tu- 
mor. In  August  of  that  year  he  did  electrolysis  without  any 
immediate  result.  In  January,  1899,  he  again  electrolyzed  it. 
She  became  pregnant,  and  during  this  time  it  increased  greatly 
in  size.  A  hard  mass  was  then  felt,  and  on  cutting  into  this 
it  was  found  to  be  an  old  blood  cyst.  Shortly  after  the  cor- 
nea ulcerated,  and  the  eye  was  excised.  Mr.  Spicer  then  sent 
the  patient  to  Dr.  Lewis  Jones,  who  considered  that  owing  to 
the  apparent  free  communication  of  the  growth  with  the  <n\- 
ernous  sinus,  electrolysis  was  not  safe. 

Mr.  Frost  suggested  that  pressure  might  be  beneficial. 

The  President  thought  that  the  growth  had  better  be  left 
alone  owing  to  the  danger  of  cutting  into  so  vascular  a  tumor. 


ABSTRACTS  FROM  MEDICAL  LITERATURE. 


BY  W.  A.  SHOEMAKER,  M.D., 

ST.  LOUIS,  MO. 


IMMATURE  CATARACT  AND  ITS  TREATMENT. 

G.  E.  de  Schweinitz,  in  paper  read  before  the  Section  of 
Ophthalmology  at  the  Fifty-first  Annual  Meeting  of  the 
American  Medical  Association,  held  at  Atlantic  City,  N.  J., 
June  5-8,  1900,  concludes  as  follows: 

1.  Certain  lenticular  opacities,  most  often  situated  in  the 
naso-inferior  quadrant  of  the  lens,  occasionally  are  practically 
stationary  and  may  be  designated  "  non-progressive."  They 
do  not  handicap  the  patient's  ocular  abilities,  and  may  with 
propriety  be  separated  from  the  class  to  which  the  name  in- 
cipient cataract  is  ordinarily  given. 

2.  Certain  lenticular  opacities  undoubtedly  depend,  aa 
Risley  and  others  have  shown,  on  what  may  be  designated 
"  disturbances  of  the  choroid,"  as  apart  from  active  and  ac- 
tual choroiditis ;  and  their  progress  is  sometimes  apparently 
checked  by  measures — optical,  local  and  general  medicinal — 
which  restore  the  choroid  coat  to  normality.  Such  measures 
do  not,  however,  remove  from  the  lens  the  opacities  which 
have  already  formed  when  the  patient  comes  under  treatment. 

3.  Certain  lenticular  opacities  which  appear  in  association 
with  diabetes  mellitus,  nephritis,  lithremia  and  arteriosclerotic, 
particularly  the  last  two  diseases,  are  sometimes  apparently 
retarded,  like  those  in  No.  2,  by  measures  which  are  suited 
to  the  patient's  general  condition  in  connection  with  local 
and  optical  therapeutics ;  but  these  measures  never  dissipate 
the  lens-lesions  already  present. 

4.  Certain  lenticular  opacities  produce  not  only  prodro- 
mal miopia,  but  a  very  high  degree  of  astigmatism,  the  correc- 
tion of  which  may  result  temporarily  in  a  surprising  improve- 
ment in  visual  acuity. 

5.  Certain  lenticular  opacities  cause  an  obscuration  of 
vision  that  may  be  largely  dissipated  temporarily  by  provid- 
ing the  patient  with  glasses   moderately  tinted,  which  give 
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the  best  visual  acuity  during  mydriasis,  and  maintaining  this 
mydriasis  with  a  mild  mydriatic.  Sometimes,  under  these 
circumstances,  the  mydriasis  seems  to  hasten  maturation; 
this  fact  should  be  explained  to  the  patient. 

6.  Certain  lenticular  opacities,  especially  in  the  form  of 
striae  of  refraction,  cause  an  obscuration  of  vision  which  is 
somewhat  relieved  by  maintaining  a  mild  miosis  with  weak 
solutions  of  one  of  the  miotics. 

7.  If  the  vision  of  eyes  suffering  from  incipient  cataract 
of  the  nuclear  type  is  improved  by  mydriasis,  this  is  not  a 
sufficient  indication  for  optical  iridectomy,  unless  the  patient 
finds  by  observation  that  the  increased  visual  acuity,  as  noted 
by  test-type  examination,  is  also  advantageous  in  pursuing 
his  ordinary  occupation. 

8.  The  extraction  of  unripe  cataracts  is  preferable  to  any 
of  the  ordinary  operations  for  ripening  cataracts. 

9.  There  is  no  evidence  that  electricity  has  the  slightest 
influence  in  checking  the  rate  of  progress  of  incipient  cata- 
racts, or  dissipating  the  opacities  which  have  formed. 

10.  If  there  is  any  evidence  that  massage  of  the  eye-ball 
favorably  modifies  the  rate  of  development  of  cataract,  it  is 
still  very  insufficient ;  there  is  some  evidence  to  show  that 
massage  sometimes  hastens  the  opacification  of  the  lens. 
The  subject  demands  further  investigation. 

11.  There  are  no  "  specific  remedies  "  for  the  treatment 
of  cataract,  and  there  is  no  reliable  evidence  that  drugs  exist 
which  cause  the  absorption  of  partially  or  fully  formed 
cataracts. 

12.  All  lenticular  opacities,  unless  perhaps  those  which 
belong  to  the  so-called  non-progressive  group,  should  be  re- 
garded as  indications  for  a  thorough  investigation  of  the  pa- 
tient from  the  general  as  well  as  the  ocular  standpoint,  and 
for  an  employment  of  remedial  agents — optical,  local,  medi- 
cinal— according  to  the  findings. 

Discussion.— John  E.  Weeks  thinks  medicinal  therapeu- 
tics and  other  measures  to  improve  health  have  a  wide  range, 
and  are  of  value  in  preventing  the  progress  of  cataract,  but 
does  not  believe  they  can  cause  existing  opacities  to  disappear. 
In  non-progressive  cataract  he  advises  optical  iridectomy 
only  in  those  cases  where  vision  can  be  brought  up  to  20/40  or 
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better  by  use  of  a  mydriatic  and  a  correction  of  the  error  of 
refraction  if  any  exists.  This  amount  of  vision  he  considers 
necessary  to  permit  an  individual  to  pursue  the  ordinary  voca- 
tions of  life.  Whenever  this  amount  of  vision  cannot  be 
obtained  the  removal  of  the  lens  is  advised,  providing  the 
fundus  is  normal,  and  providing  there  is  any  reason  for  not 
waiting  until  the  cataract  matures. 

S.  D.  Risley  referred  to  the  series  of  eighty  cases  of  im- 
mature and  incipient  cataract  seen  in  his  private  practice  and 
reported  in  1889.  The  analysis  of  these  cases  seemed  to 
show  that  the  lens  changes  were  due  to  some  disease  of  the 
uveal  tract.  He  believes  that  the  progress  of  an  opacity  in 
the  lens  can  frequently  be  arrested,  but  does  not  think  it  can 
ever  be  made  to  disappear. 

W.  H.  Bates  reported  two  cases  of  incipient  cataract 
occurring  in  patients  70  and  60  years  old  respectively.  Vision 
in  the  former  was  15/2oo  and  in  the  latter  15/50  with  correcting 
glasses.  He  referred  them  to  a  general  practitioner  for  con- 
stitutional treatment,  and  in  three  months  their  vision  was 
improved  to  15/10,  and  a  number  of  the  opacities  had  disap- 
peared. 

G.  O.  Ring  reported  a  case  of  incipient  cataract  where 
the  opacities  disappeared  entirely  under  anti syphilitic  treat- 
ment. The  patient  had  a  double  optic  neuritis,  in  addition 
to  the  lens  changes,  with  vision  almost  nil.  Vision  was  re- 
stored to  20/2o  in  one  eye  and  20/30  in  the  other. 

OCULAR  HEADACHE. 

Jas.  Hinshelwood  (  Glasgoiv  Medical  Journal,  November, 
1900)  insists  that  in  every  case  of  obstinate  headache  which 
does  not  yield  to  medicinal  treatment  the  eyes  should  be  exam- 
ined thoroughly,  even  in  the  complete  absence  of  subjective 
ocular  symptoms. 

Stevens,  out  of  one  hundred  consecutive  cases  of  chronic 
headache,  cured  sixty-one  by  correcting  ocular  defects. 

Gould  finds  seventy-five  per  cent,  of  all  headaches  and 
ninety-five  per  cent,  of  all  sick  headaches  due  to  eye  strain. 

(The  nose  and  the  adjacent  sinuses  should  be  thoroughly 
examined  as  well  as  the  eyes  in  every  case  of  obstinate  head- 
ache. ) 
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EYE  AFFECTIONS  IN  BRIGHT 'S  DISEASE. 
T.  R.  Pooley  {Med.  Review  of  Reviews,  Sept.  25,  1900) 
divides  these  affections  into  two  general  classes:  (1)  Uremic 
amblyopia;  (2)  albuminuric  retinitis.  He  describes  in  de- 
tail the  different  forms  of  ocular  changes  according  to  the 
classification  of  Schoebl  of  Prague. 

1.  Typical  albuminuric  retinitis. 

2.  Degenerate  albuminuric  retinitis. 

3.  Hemorrhagic  albuminuric  retinitis. 

4.  Albuminuric  chorio-retinitis. 

5.  Albuminuric  neuro-retinitis. 

6.  Albuminuric  papillitis. 

7.  Saturnine  retinitis. 

He  believes  organic  eye  lesions  occur  in  10  per  cent,  of 
all  cases ;  the  prognosis  is  most  unfavorable.  Excluding  the 
cases  occurring  in  acute  nephritis  during  pregnancy,  and  the 
acute  exanthemata  in  which  a  cure  is  often  observed,  death 
is  almost  certain  to  occur  in  a  few  months  or  a  few  years. 
He  looks  upon  two  remedies  as  of  value — bichlorid  of  mer- 
cury and  tannate  of  iron — which  latter  remedy  he  believes 
diminishes  the  liability  of  recurrent  haemorrhages. 

TWO  CASES  OF  BLINDNESS  DUE  TO  SPHENOIDAL  AND 
ETHMOIDAL  DISEASE. 

G.  Victor  Miller  (British  Medical  Journal,  Dec.  22, 
1900)  reports  two  cases  of  blindness  due  to  sphenoidal  and 
ethmoidal  sinus  disease  followed  by  death  as  the  result  of 
brain  complications.  The  author  also  refers  to  a  case  reported 
by  Sandford  of  double  optic  atrophy;  to  one  recorded  by 
Rouge  where  there  was  exophthalmus,  strabismus,  deafness 
and  blindness,  followed  by  death ;  and  to  a  case  of  retro-bull  mr 
neuritis  reported  by  Holmes — all  due  to  disease  of  the  sphen- 
oidal sinus.  In  addition  to  the  above,  a  considerable  num- 
ber of  cases  of  sphenoidal  sinus  disease  have  been  placed  on 
record  by  Schiifer  (who  first  recorded  the  condition),  Grun- 
wald,  Nobel,  Macdonald,  Bronner,  Heryng,  etc. 

SYMPATHETIC  OPHTHALMIA  IN  SPITE  OF  ENUCLEATION. 
Abadie   (Revue    Generate  d'  Ophtalmologie,   September, 
1900)  reports  a  case  in  which   sympathetic  ophthalmia    in- 
curred fourteen  years  after  the  enucleation  of  the  eye  pri- 
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marily  affected.  It  resisted  all  treatment  until  conquered  bj 
injections  of  three  drops  of  a  one-per-eent.  solution  of  mer- 
cury cyanide  into  the  stump  of  the  enucleated  eye.  The  optic 
nerve  had  probably  been  invaded  by  the  primary  infectious 
process,  but  the  infection  had  remained  latent  for  years. 

THE  LASHES  IX  CATABACT  OPERATIONS. 
Schioetz  (Revue  Generate  d'  Ophtalmologie,  Paris.  Sep- 
tember, 1900)  recommends  the  removal  of  the  lashes  before 
operating  for  cataract;  he  does  not  advise  Bhaving  them. 
as  it  produces  an  injurious  irritation  and  the  stiff  new  growth 
disturbs  the  patient.  Epilation  the  author  considers  the  only 
rational  procedure  in  these  cases.  It  produces  no  reaction  on 
sound  lids,  and  the  sprouting  lashes  are  soft  and  fine.  Sev- 
eral days  should  elapse  between  the  epilation  and  the  extrac- 
tion. 

CONJUNCTIVITIS  PETRI  1I<    \  \  s. 

T.  Leber  (Archiv.  f.  Ophthalmologie,  October  23,  1900) 
in  1895  first  described  the  acute  process  of  calcification,  to 

which  he  applied  the  term  in  the  title.  Since  then  he  has 
had  occasion  to  observe  and  follow  three  cases  of  typical  and 
three  others  which  differ  in  some  respects  from  the  exact 
type  described.  The  process  differs  from  ordinary  calcifica- 
tion, as  the  lime  is  still  in  an  organic  erystallizable  combina- 
tion. Twto  or  three  similar  cases  are  on  record  from  preced- 
ing centuries,  one  stated  to  be  the  result  of  witchcraft.  The 
lesion  first  appears  as  white  opaque  spots,  with  no  inflamma- 
tion nor  subjective  disturbances,  or  very  slight  if  they  occur. 
It  resembles  the  action  of  a  caustic,  especially  of  lead-water. 
The  affection  progresses  spasmodically,  new  foci  appearing 
and  others  healing  or  lingering  for  weeks,  months  or  even 
years.  The  possibility  of  complete  retrogression  of  the  con- 
junctival process  is  in  striking  contrast  to  its  severity.  The 
smaller  foci  vanish  completely  by  absorption  or  elimination  of 
the  affected  tissue;  but  the  more  extensive  leave  the  mem- 
brane slightly  thickened  and  shriveled  at  the  spot,  but  not  at 
all  in  proportion  to  the  extent  of  the  lesion.  A  tendency  to 
recurrence  may  remain,  but  gradually  becomes  attenuated, 
although  in  some  cases  the  attacks  recur  in  endless  succession, 
terminating  in  blindness.     Weak  antiseptics  may  prove  useful 
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at  first,  but  later  no  irritating  substance  is  tolerated.  Warm, 
moist  compresses  favor  the  expulsion  of  the  necrotic  tissue. 
Excision  of  the  focus,  when  possible,  abbreviated  the  attack 
and  rendered  recurrence  milder.  No  micro-or onanisms  could 
be  discovered,  but  the  propagation  of  the  lesions  by  contact 
favored  the  idea  of  a  microbian  origin. 

THE  TREATMENT  OF  TRACHOMA  BY  EXPRESSION,  WITH 

SPECIAL  REFERENCE  TO  THE  RECURRENCE 

OF  THE  DISEASE. 

Thos.  R.  Pooley  {Philadelphia  Medical  Journal,  Dec.  15, 
1900),  in  view  of  his  later  experience,  summarizes  his  conclu- 
sions as  to  the  value  of  the  improved  method  of  the  treatment 
of  trachoma,  as  follows  : 

1.  Of  all  the  mechanical  methods  expression  in  suitable 
cases  is  the  most  efficient  remedy  yet  discovered;  effecting, 
in  a  large  percentage,  a  more  or  less  complete  cure  with  bet- 
ter preservation  of  the  conjunctiva  than  any  method  hitherto 
described. 

2.  It  must,  however,  in  every  instance,  be  carefully  fol- 
lowed by  local  treatment  until  all  tendency  to  relapse  has  dis- 
appeared. 

3.  The  success  of  the  method  depends  on  the  conscientious 
removal,  so  far  as  possible,  of  all  the  trachomatous  bodies 
without  injury  to  the  conjunctiva. 

4.  In  any  event,  so  far  as  the  writer's  experience  goes, 
more  or  less  frequent  relapses  will  occur. 

CONGENITAL   CORECTOPIA. 

E.  Von  Hippel  {Arch.  f.  Ophthalmologic,  Oct.  23,  1900) 
reports  the  examination  of  an  eye  enucleated  on  account  of 
traumatism,  which  showed  a  condition  of  congenital  corectopia 
and  luxation  of  the  lens,  confirmed  by  investigation  of  the 
other  eye.  The  iris  had  been  pulled  backward  by  a  connect- 
ing strip  of  solidified  vitreous  substance  containing  an  artery 
and  two  or  three  veins.  The  luxation  of  the  lens  had  been 
secondary. 
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WITH  the  rapid  advance  in  the  methods  of  medical  teach- 
ing the  United  States  made  within  the  last  two  decades, 
it  is  not  to  be  wondered  at  that  as  a  part  of  the  chaotic  condi- 
tion incident  to  such  expansion  there  should  be  considerable 
difficulty  in  arranging  the  curriculum  with  a  just  valuation  of 
each  and  every  branch  taught. 

The  lengthening  of  the  course  to  four  terms  of  from  six  to 
seven  months  or  more  each  has  given  opportunity  for  an  increase 
in  the  amount  of  work  to  more  than  double  that  required  twenty- 
five  years  ago  or,  in  some  colleges,  even  ten  years  ago.  Within 
that  time  the  methods  of  medical  instruction  have  been  almost 
completely  revolutionized  and  the  proper  adjustment  of  the 
teaching  of  the  different  branches — some  of  them  entirely  new 
in  that  period — has  been  a  source  of  much  perplexity  and  dif- 
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ficulty  to  the  committees  on  curriculum  on  whom  this  duty 
usually  falls. 

In  this  paper  I  propose  to  consider  the  claims  and  require- 
ments of  ophthalmology  in  this  division  of  time  and  extent  of 
instruction.  Ophthalmology  is  not  one  of  the  newer  branches, 
such  as  bacteriology  for  instance,  and  has  been  taught  in  some 
fashion  as  a  distinct  subject  in  some  of  our  medical  schools 
for  thirty  years  or  more.  This,  however,  was  done  usually  by 
a  lecturer  or  clinical  professor  outside  the  regular  faculty  and 
often  limited  to  the  "spring  course."  No  doubt  iu  some 
instances  the  very  best  use  was  made  of  the  opportunity  and 
the  hearer  was  benefited  to  the  extent  of  his  capacity  and  the 
attention  he  gave  to  it.  In  others,  however,  just  enough  was 
given  to  mystify  and  confuse  the  student.  As  no  examination 
was  held  and  attendance  on  the  lectures  wa>  not  compulsory, 
the  usual  result  of  such  conditions  prevailed,  and  a  very  vague 
smattering  was  all  the  student  carried  away  with  him  from  the 
college  halls.  All  this  is  now  changed.  Ophthalmology  i>  ;i 
part  of  the  required  curriculum  in  every  medical  college  of 
repute,  an  examination  is  held  on  the  subjects  taught,  and  in 
many  the  prof essor  is  a  voting  member  of  the  regular  faculty. 

These  responsibilities  having  been  granted  and  assumed, 
what  and  how  much  of  ophthalmology  shall  be  taught  to  the 
students  who  have  been  placed  under  our  guidance V 

Ophthalmology  is  an  immense  field,  and  there  would  be  no 
difficulty  in  finding  plenty  of  work  for  four  time-  the  amount 
of  space  that  can  be  allowed  for  its  teaching  even  in  our  ex- 
tended terms.  There  are  limits  of  time  and  limits  of  practi- 
cability. What  we  need  and  desire  is  that  which  is  essential 
to  the  general  student  as  a  foundation  for  future  work  without 
burdening  him  with  the  superfluous  or  that  which  he  will  not 
be  called  upon  to  use.  Horace  Greeley  once  said  a  newspaper 
was  made  more  by  what  it  left  out  than  by  what  it  put  in,  and 
so  with  us  the  process  of  elimination  is  the  one  which  presses 
most  imminently  for  our  consideration. 

In  the 'discussion  of  the  question  we  shall  have  to  reckon 
with  another  feature  which  is  likely  to  force  itself  upon  the 
attention  of  our  curriculum  committees  in  arranging  the 
schedules  of  instruction,  and  that  is  the  elective  system.  Prof. 
Bowditch  of  Harvard  dwelt  at  length  upon  this  problem  in  his 
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presidential  address  at  the  last  meeting,  in  Washington,  of  the 
Congress  of  American  Physicians  and  Surgeons,  and  it  is  cer- 
tain that  we  shall  have  to  face  its  solution  at  no  distant  day. 
The  field  of  medical  practice  has  become  so  broad  that  young 
men  feel  that  they  must  prepare  themselves  for  certain  lines 
of  work  when  they  begin  their  medical  studies,  and  often  in- 
deed during  their  collegiate  courses.  It  would  be  unjust  to 
require  as  much  ophthalmology  of  a  man  who  proposes  to 
practice  gynaecology  as  one  who  intends  to  do  eye  work,  and 
vice  versa.  In  every  properly-ordered  curriculum,  therefore, 
the  claims  of  each  of  these  classes — the  general  and  elective — 
should  be  fully  admitted  and  dealt  with. 

The  number  of  hours  that  shall  be  given  to  the  study  of 
ophthalmology  and  the  manner  in  which  the  lectures  shall  be 
arranged  must,  in  some  degree,  be  regulated  by  the  peculiar 
condition  of  each  college  and  will  be  determined  by  the  differ- 
ent requirements  of  the  ordinary  and  elective  student.  It  is 
safe  to  say,  however,  that  from  forty-five  to  fifty  hours  is  the 
very  least  that  should  be  demanded  for  the  ordinary  stu-r 
dent,  this  including  the  didactic  lectures,  demonstrations  and 
clinics. 

Ophthalmology  is,  I  believe,  usually  taught  to  the  fourth 
class  only,  and  with  the  present  tendency  to  condense  the 
teaching  of  the  separate  branches  as  much  as  possible,  it  seems 
on  the  whole  a  much  better  system  than  to  divide  it  between 
the  third  and  fourth  years.  The  teaching  may  be  distributed 
throughout  the  entire  fourth  year,  giving  one  didactic  and  one 
clinical  lecture  each  week  for  a  six-months'  or  a  twenty-four- 
weeks'  course.*  Or  it  may  be  still  further  condensed  into  a 
single  semester,  giving  two  didactic  and  two  clinical  lectures 
each  week.  If  the  first  semester  from  October  1st  to  the  holi- 
days is  selected,  an  examination  should  be  held  immediately 
upon  the  termination  of  the  course,  while  the  subject  is  still 
fresh  in  the  student's  mind,  in  order  that  he  may  go  on  to 
other  work  unfettered  with  this.  The  examination  whenever 
held  should  be  written  and  require  an  answer  to  from  six  to 
twelve  questions  and  be  conducted  under  the  supervision  of 
the  professor.     The  didactic  lectures  may  be  delivered  before 

*Six  full  months  is,  I  believe,  the  minimum  length  of  a  course  recog- 
nized by  the  Association  of  American  Medical  Colleges. 
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the  whole  class  in  the  lecture  hall ;  but  for  demonstrations  in 
the  laboratory  and  for  clinical  work  the  class  must  be  divided 
into  sections.  Clinical  ophthalmology  particularly  can  be 
taught  in  no  other  way.  It  is  impossible  that  a  class  of  one 
hundred  or  fifty  or  only  twenty-five  can  obtain  a  satisfactory 
view  of  an  operation  or  observe  the  salient  points  of  a  case  of 
disease  of  the  external  portion  of  the  eye  from  the  benches  of 
an  amphitheatre,  or  even  when  standing  around  an  operating 
table  or  the  chair  of  the  instructor  in  the  clinic.  The  days 
are  past  when  the  professor  can  stand  in  an  amphitheatre  and 
harangue  five  hundred  students,  some  of  them  a  hundred  feet 
distant  from  him,  and  consider  that  he  is  teaching  them  clini- 
cal ophthalmology.  Ophthalmology  can  be  taught  properly 
only  at  close  range,  and  for  this  small  classes  or  sections  are 
essential.  At  the  last  meeting  (1900)  of  the  Association  of 
American  Medical  Colleges,  held  at  Atlantic  City,  several 
instructive  papers  were  read  and  thoroughly  discussed  on  the 
best  methods  of  teaching  clinical  medicine.  The  opinion  was 
universal  that  it  should  be  done  in  small  sections  of  the  class, 
numbering  not  more  than  ten  and  with  a  decided  preference  for 
only  five  in  each  section. 

This  division  into  sections  requires  a  number  of  demon- 
strators or  instructors  when  the  class  is  large.  Experience  has 
shown  that  there  should  be  at  least  one  demonstrator  for 
every  ten  students,  if  the  time  of  the  student  is  not  to  be 
wasted  in  aimless  standing  around.  When  the  student  has 
become  somewhat  advanced  in  his  studies,  cases  may  be  turned 
over  to  him  for  examination  and  diagnosis,  an  account  of 
which  he  will  give  in  detail  to  the  instructor.  In  a  large 
clinic,  with  abundant  material,  a  number  of  demonstrators 
may  be  at  work  at  the  same  time,  under  the  general  supervi- 
sion of  the  professor,  or  the  different  sections  may  come  on 
separate  days. 

The  teaching  of  ophthalmology  should  be,  as  we  have  said, 
didactic,  demonstrative  and  clinical.  The  tendency  of  late 
years  to  make  the  teaching  of  the  more  practical  branches — 
internal  medicine  and  surgery  in  all  its  branches — almost,  if 
not  altogether,  clinical,  is  based  on  an  erroneous  conception  of 
the  natural  processes  of  education.  The  didactic  lecture  must 
ever  hold  an  important  position  in  any  system   of  instruction 


Ophthalmology  in  the  Modern  Medical  School.  37 

which  aims  at  thoroughness  and  follows  the  scientific  principle 
of  going  from  the  general  to  the  particular   or  individual. 

Students  must  be  taught  what  they  are  to  look  for  before 
they  can  intelligently  search  after  it,  and  the  relation  of  all 
known  facts  to  each  other  must  be  understood  and  formulated 
before  the  significance  of  any  one  can  be  fully  realized.  In 
other  words,  a  ground  work  of  general  principles  must  be  es- 
tablished before  a  structure  of  accurate  knowledge  can  be 
erected. 

The  work  should,  therefore,  be  properly  distributed  be- 
tween the  lecture  hall,  the  laboratory  and  the  clinic.  Didactic 
lectures  and  demonstrations  in  the  laboratory  should  form 
about  one-half  the  course  of  instruction. 

The  anatomy  of  the  eye  and  its  adnexa — a  thorough 
knowledge  of  which  must  be  held  as  a  fundamental  requisite 
— is  in  most,  if  not  all,  medical  colleges  taught  by  the  pro- 
fessor of  anatomy  as  a  part  of  the  general  structure  of  the 
human  body.  This  may  be  done  well,  or  it  may  be  done 
badly,  but  in  either  case  it  can  hardly  fulfill  the  demands  of 
the  student  of  ophthalmology  who  requires  a  knowledge  of 
the  anatomy  of  these  parts  with  special  reference  to  their 
patholog}^.  Moreover,  as  anatomy  is  usually  taught  in  the 
first  year,  or  at  farthest  in  the  second  year,  and  ophthal- 
mology in  the  fourth,  what  knowledge  the  student  may  have 
acquired  from  the  professor  of  anatomy  of  the  anatomy  of  the 
eye  will  have  been  more  or  less  obscured  by  the  mass  of  other 
heterogeneous  learning  he  may  have  acquired  in  the  meantime. 
It  would  be  well  then  to  relieve  the  chair  of  anatomy  of  the 
teaching  of  the  anatomy  of  the  eye  except  in  the  most  general 
way,  and  as  it  is  necessary  in  a  consideration  of  the  general 
structure  of  the  body,  and  not  as  a  special  organ. 

This  discussion  of  the  anatomy  of  the  eye  should  begin 
with  a  demonstration  of  the  structure  of  the  <>rl>it  and  espe- 
cially its  relations  to  the  accessory  sinuses  and  the  openings 
lending  into  the  adjacent  cavities,  with  an  indication  as  t<» 
their  significance  in  pathological  conditions  of  each. 

The  orbital  contents,  and  especially  the  origin  and  inser- 
tion of  the  external  muscles  of  the  eye  and  their  relations  to 
the  capsule  of  Tenon,  should  follow  this.  Those  students 
following  an  eclectic  course  should  be  required  t<>  make  care- 
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ful  dissections  of  these  parts  on  the  cadaver ;  but  for  demon- 
stration to  the  ordinary  student,  a  wet  preparation,  showing 
the  globe  with  the  muscles  attached,  and  the  origin  of  those 
starting  from  around  the  optic  foramen,  is  very  convenient. 
One  such  I  have  used  with  satisfaction  for  many  years. 

The  macroscopic  anatomy  of  the  globe  itself  should  be 
taught  by  dissected  specimens.  An  antero-posterior  section 
of  a  hardened  eyeball  will  show  the  relations  of  the  parts  very 
satisfactorily.  Those  following  an  eclective  course  should 
be  required  to  make  dissections  of  animals'  eyes  for  them- 
selves. If  the  professor  is  a  good  draughtsman,  he  will  make 
diagrams  on  the  blackboard,  more  or  less  extensively,  as  an 
assistance  in  demonstration,  or  employ  drawings  already  pre- 
pared for  the  purpose,  but  these  should  never  be  allowed  to 
take  the  place  of  the  actual  specimen. 

The  demonstration  of  the  microscopic  anatomy  comes  next, 
and  should  be  done  by  means  of  actual  sections  under  the  micro- 
scope. Good  photomicrographs  of  the  sections  placed  by  the 
side  of  the .  microscope  will  serve  as  excellent  guides  to  the 
demonstration,  supplementing  the  general  features  of  the 
specimens  drawn  on  the  blackboard,  or  in  the  more  finished 
card  drawings. 

Having  finished  with  the  eye  as  an  anatomical  organ,  the 
next  division  of  the  subject  will  be  its  study  as  an  optical  instru- 
ment. In  order  to  a  full  understanding  of  this,  a  knowledge 
of  the  laws  of  light  and  the  principles  of  optics  is  essential. 
Some  of  our  students  have  already  had  courses  in  physics  as 
a  part  of  their  preliminary  education,  and  the  number  of  these 
is  increasing  yearly.  But  many  have  not  had  such  training, 
and  even  those  who  have,  need  to  have  their  knowledge  of  the 
subject  refreshed  and  arranged  for  this  special  application. 
It  is  necessary,  then,  to  make  up  this  defect  by  going  over  the 
laws  governing  the  action  of  light,  and  in  particular  those  ap- 
plying to  the  phenomena  of  refraction  and  the  formation  of 
images  by  dioptric  apparatus.  In  making  this  exposition  it  is 
not  necessary  to  go  into  complicated  mathematical  formulae, 
except,  it  may  be,  for  the  elective  student.  The  method  of 
triginometrical  construction  as  followed  in  the  little  book  of 
Mr.  C.  F.  Prentice,  on  ''Ophthalmic  Lenses,"  and  by  some 
others  is  amply  sufficent  for  the  general  student. 
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Without  a  thorough  grounding  in  these  laws,  a  further 
study  of  the  application  of  them  to  the  optical  condition  of 
the  eye  is  fraught  with  almost  insuperable  burdens  and  mysti- 
fications. 

Moreover,  if  the  student  does  not  make  himself  familiar 
with  them  now,  he  never  will  later,  when  he  has  assumed  the 
responsibilities  of  practice,  and  this  knowledge  will  smooth 
the  way  for  any  future  work  he  may  wish  to  do  in  that  direc- 
tion. The  object  in  all  education  should  be,  not  so  much  the 
communicating  of  isolated  or  even  groups  of  facts,  as  the 
teaching  of  the  best  means  of  learning  how  to  obtain  knowl- 
edge  and  arrange  it  systematically  in  a  scientific  method. 

Along  with  this  of  course  goes  a  general  description  of 
the  different  kinds  of  lenses,  the  methods  of  determining  their 
power,  and  the  modes  of  designating  them  in  the  various  inch 
and  the  metric  systems. 

From  this  the  transition  is  easy  to  an  application  of  these 
laws  to  the  human  eye  as  an  optical  instrument,  embracing  a 
thorough  demonstration  of  the  schematic  or  reduced  eye, 
emmetropia,  accommodation  and  its  anomalies,  and  the  forms 
of  ametropia  and  the  means  of  correcting  the  latter,  with  the 
principles  underlying  them. 

This  is  done  by  didactic  lectures  and  by  demonstrations 
on  the  artificial  eye  and  other  optical  appliances  showing  the 
actions  of  these  laws. 

Finally  comes  the  study  of  the  eye  as  an  organ  of  sense. 
This  includes,  first,  the  methods  of  testing  the  visual  acuteness, 
with  the  principles  on  which  they  are  based,  with  the  various 
kinds  of  test-objects  and  the  manner  of  recording  the  amount 
of  vision.  Theories  of  color  perception  can  be  then  gone  over 
briefly,  followed  by  the  law  of  projection,  the  visual  field, 
binocular  vision,  diplopia  and  its  significance  as  to  the  special 
muscles  involved,  and  strabismus.  In  most  colleges  a  greater 
or  less  amount  of  physiological  optics  is  taught  by  the  pro- 
fessor of  physiology.  What  has  been  said  in  reference  to  the 
teaching  of  anatomy  of  the  eye  by  the  professor  of  anatomy 
is  applicable  here,  and  the  professor  of  physiology  cap  be  very 
properly  relieved  of  much  of  the  teaching  thai  has  hitherto 
fallen  to  his  lot. 

It  will  be  seen  that  the  foregoing  comprehends  only  such 
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fundamental  facts  in  regard  to  the  anatomy  and  physiology  of 
the  eye  as  every  student  should  be  possessed  of  in  order  that 
his  general  medical  education  shall  be  passably  complete. 
Moreover  they  are  essential  to  any  proper  teaching  of  clinical 
ophthalmology. 

In  the  teaching  of  clinical  ophthalmology  each  professor 
will  be  guided  largely  by  the  material  at  his  command  and  the 
facilities  afforded  him.  As  has  already  been  said,  this  can  be 
done  satisfactorily  only  in  small  classes  or  sections  of  not  more 
than  ten,  while  five  are  preferable. 

The  external  or  commoner  diseases  demand  first  attention, 
because  those  are  the  diseases  which  the  young  practitioner  is 
most  likely  to  meet  with  and  in  the  diagnosis  of  which  he  is 
most  liable  to  make  regretable  mistakes.  Particularly  should 
the  signs  and  symptoms  of  conjunctivitis,  iritis,  and  glaucoma 
be  so  clearly  pointed  out  and  insisted  upon  as  to  make  an  error 
in  diagnosis  impossible.  Many  an  eye  would  have  been  saved 
from  destruction  if  the  general  practitioner  had  only  had  the 
little  knowledge  which  would  not  have  allowed  him  to  treat 
for  weeks  an  iritis  for  a  conjunctivitis;  and  few  ophthalmic 
surgeons  have  escaped  the  experience  of  having  sent  to  them, 
by  a  friend,  a  case  of  leucoma  of  the  cornea  to  be  operated  on 
for  cataract.  Such  mistakes  as  these  should  not  be  possible 
in  any  practitioner  turned  out  of  a  modern  medical  college. 
Special  attention  should  be  given  to  those  diseases  of  the  eye 
due  to  or  attendant  upon  systemic  disease  or  disease  of  other 
organs,  such  as  syphilis,  gonorrhoea,  rheumatism,  etc.  When 
possible,  bacteriological  preparations  of  all  conjunctival  dis- 
charges should  be  exhibited. 

The  same  principle  holds  good  in  regard  to  operations  as 
to  diseases.  It  is  of  much  more  importance  that  the  general 
student  should  be  familiar  with  the  technique  of  enucleation — 
an  operation  he  may  be  called  upon  at  any  time  to  do — than 
with  the  manner  of  extracting  a  cataract,  which  he  never  will 
or  never  should  do  unless  he  proposes  to  practice  ophthalmic 
surgery. 

As  much  practical  experience  should  be  given  in  examin- 
ing the  refraction  of  the  eye  by  means  of  test-glasses,  the 
shadow  test  and  the  ophthalmometer  as  possible,  but  not  at 
the  expense  of  a  thorough  study  of  the  commoner  external 
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inflammatory  diseases.  A  good  working  knowledge  of  the 
ophthalmoscope  is  very  desirable  for  any  general  practitioner, 
but  in  these  days  when  a  specialist  is  within  easy  call  it  is  by 
no  means  essential.  Ophthalmoscopy  is  not  an  art  easy  to 
learn,  and  to  become  proficient  in  it  to  the  extent  of  relying 
upon  ones  own  observation  requires  much  time  and  no  limited 
experience.  It  is  impossible  for  the  average  student  with  the 
abundance  of  work  he  is  compelled  to  do  in  the  other  depart- 
ments to  give  the  amount  of  time  necessary  to  get  a  command 
over  the  instrument  that  shall  enable  him  to  bring  it  with  any 
profit  into  his  practice.  An  attempt  to  teach  it  to  the  general 
student  is,  except  in  rare  cases,  a  waste  of  time.  It  is  differ- 
ent, of  course,  with  the  elective  student,  and  to  him  the  prin- 
ciples of  ophthalmoscopy  should  be  fully  taught  with  as  much 
exercise  in  its  use  as  possible. 

A  compulsory  examination  for  permission  to  practice  medi- 
cine is  now  in_  force  in  most  of  the  States  of  the  Union  and 
must  become  at  no  distant  day  a  law  in  all.  There  will  follow 
naturally  from  this  a  reciprocity  among  the  licensing  boards 
of  the  different  States  based  upon  a  certain  standard  of  re- 
quirement. The  Association  of  Examining  Boards  formed 
within  the  last  two  years  will  inevitably  bring  about  this  re- 
sult. This  will,  in  its  turn,  have  the  effect  of  bringing  the 
curriculum  of  our  various  medical  schools  into  something  like 
uniformity  in  order  to  meet  the  demands  made  by  these  ex- 
aminations. 

The  object  in  writing  this  paper  has  been  to  indicate,  as 
the  opinion  of  one  teacher  and  a  member  of  a  committee  on 
curriculum,  what  in  his  experience  and  observation  of  nearly 
twenty  years  has  been  found  necessary  and  possible  in  adjusting 
the  teaching  of  ophthalmology  to  that  of  the  other  branches  in 
the  time  alotted  in  a  full  four  years'  course.  By  other  teachers 
other  schemes  may  have  been  found  more  satisfactory,  and  it 
is  hoped  that  an  expression  of  the  views  of  the  teachers  through- 
out the  country  may  lead  finally  to  such  an  approach  to  uni- 
formity and  thoroughness  in  the  teaching  of  this  branch  as 
shall  give  all  that  is  necessary  and  none  that  is  superfluous. 
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CASES  FROM  THE  CLINIC. 

By  HENRY  DICKSON  BRUXS.  M.D., 

Professor  of  Diseases  of  the  Eye  in  the  New  Orleans  Polyclinic,  and  Surgeon-in-Charge 

of  the  Eye  Department  of  the  New  Orleans  Eye,  Ear,  Nose 

and  Throat  Hospital. 

NEW  ORLEANS,  LA. 

Spontaneous  Dislocation  of  a  Cataract  of  More  Than 
Twenty  Years'  Standing  into  the  Anterior  Chamber;  Ap- 
parently the  Extra- Capsular  Xucleus. — On  November  24. 
1900,  Mr.  X.,  a  farmer,  spare,  wiry  and  weather-beaten,  pre- 
sented himself  at  my  offiice  and  gave  the  following  history : 
His  age  is  70;  his  right  eye  has  been  blind  with  cataract  for 
the  last  twenty-three  years,  and  the  pupil  looked  white  instead 
of  black.  To  his  great  surprise,  a  little  more  than  a  year  ago, 
he  began  to  see  a  little  with  this  eve,  and  he  noticed  that  a 
part  of  his  pupil,  up  and  inwards,  in  the  shape  of  a  crescent, 
had  become  black.  Last  September  his  eye  began  to  grow 
red  and  painful,  and  these  symptoms  became  extreme  and 
lasted  a  long  time.  Of  late  this  has  been  much  better;  the 
pain  and  dull  ache  have  almost  disappeared. 

The  right  eye  presents  a  moderate  ciliary  injection,  the 
cornea  is  clear,  and  the  pupil  moderately  dilated:  the  tension 
is  perhaps  a  trifle  elevated.  In  the  anterior  chamber,  down 
and  outward,  with  its  edge  resting  on  the  junction  of  the 
cornea  and  iris,  is  a  roundish,  dark-yellow  body,  aboul  three- 
sixteenths  of  an  inch  in  diameter  and  about  one-eighth  of  an 
inch  thick.  The  surface  is  slightly  rough  and  Lusterless,  and 
the  edge  thin  and  delicately  cremated.  The  upper  and  inner 
portion  of  the  pupil  is  perfectly  black  and  clear,  and  through 
it  the  ophthalmoscope  shows  t  he  vitreous  body  to  be  loaded  with 
opacities.  E.  E.V.=  fingers  at  one  foot  only.  L.  E.V.=  20/7q 
but  with  -f  1.5s  =  20/2o  fairly  well,  and  with  +  4.5s.  =  Sn  No.  1 
well  at  the  proper  distance. 

Now,  this  can  be  the  shrunken  nucleus  of  a  hypermature 
cataract,  which  has  escaped  by  the  breaking  open  of  the 
capsule  at  the  same  time  (probably)  as  the  zonule  gave 
way,  or  it  may  be  the  atrophic  remains  of  both  lens  and  cap- 
sule, detached  from  the  center  of  a  very  old  cataract.  To 
close  inspection  through  a  lens,  it  gave  the  impression  of  be- 
ing devoid  of  capsule,  and  presented  the  exact  appearance  of 
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certain  small  dark-yellow  nuclei  that  we  deliver  in  making  ex- 
traction. In  either  case  all  shreds  and  remains  of  capsule  and 
zonule  must  have  been  well  retracted  behind  the  rather  nar- 
row iris,  for  no  sign  of  them  was  to  be  seen  in  the  pupil.  As 
the  patient  was  confident  that  the  mass  was  decreasing,  and 
as  the  heaviness  and  pain  were  much  less  and  still  diminish- 
ing, and  as  an  operation  on  an  eye  in  such  condition  and  with 
such  a  history  would  probably  end  disastrously  and  could 
only  be  undertaken  to  relieve  pain,  I  advised  giving  nature  a 
chance;  together  with  hot  bathing  and  the  friction  of  the 
forehead  at  night  with  a  drachm  of  the  mercurial  and  bella- 
donna ointment.     (Ungt.  hydg.  5j.,  Ext.  belladon.  5j-) 

I  report  this  case  because  the  peculiar  conditions  and  ap- 
pearances are  new  to  me,  although  I  have  seen  many  clear 
and  cataractous  lenses  in  the  anterior  chamber,  and  because  I 
can  find  nothing  similar  to  it  in  the  cyclopedic  work  of  Louis 
Strieker  on  the  Crystalline  Lens  System  (1899). 

Buphthalmus  Much  Improved  by  Iridectomy. — V.  C,  a 
white  ("  dago  ")  infant  of  two  months,  was  brought  to  the 
clinic  on  May  8,  1899,  and  was  assigned  to  the  care  of  my 
chief  of  clinic,  Dr.  E.  A.  Robin.  The  parents  stated  that  the 
R.  E.  had  been  sore  for  one  week. 

The  general  appearance  of  the  child  is  good.  The  R.E.  is 
injected,  and  a  diagnosis  is  made  of  keratitis  interstitialis,  R. 
E. ;  buphthalmus,  O.U. 

Mercury  bichloride,  gr.  y96,  once  daily  is  prescribed,  and 
eserine  at  clinic  three  times  a  week.  Iridectomy  is  advised 
in  L<  E. 

May  25,  1899.  The  1/96  bichloride  is  to  be  given  twice 
daily.     The  cornea  of  L.E.  is  brighter. 

June  7,  1899.     L.E.  a  large  iridectomy  outwards. 

July  10,  1899.  L.  E.  much  improved.  The  cornea  is  de- 
cidedly clearer  than  that  of  R.  E. 

July  17,  1899.  Conjunctivitis,  especially  in  R.E.  Haif- 
a-grain of  zinc  sulphate  in  an  ounce  of  water  is  instilled. 

August  30,  1899.  Large  iridectomy  in  R.  E.,  without  ac- 
cident. 

September  3,  1899.     Doing  well. 

November  18, 1899.  Can  undoubtedly  see  with  L.  E.  In 
R.E.  there  is  sub-acute  conjunctivitis,  for  which  a  mild  ni- 
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trate  of  silver  solution  is  applied  once  a  week,  and  drops  con- 
la  in ing  boracic  acid,  borax  and  camphor  are  ordered  for 
home  use. 

November  25,  1899.     The  conjunctivitis  is  much  better. 

January  15,  1900.  In  both  eyes  the  buphthalmus  is  ab- 
solutely stationary.  In  E.  E.  the  cornea  shows  the  central 
opacities  of  the  old  interstitial  keratitis,  but  that  of  L.  E.  is 
clear  and  bright,  making  the  eye  a  very  useful  one  for  the 
future. 


RIGHT  HEMIANOPSIA  — ALEXIA  — WITH  PARTIAL 
TEMPORARY  VISUAL  APHASIA  AND  AMNESIA, 
AND  AMNESIC  COLOR-BLINDNESS  FOL- 
LOWING AN  ATTACK  OF 
INFLUENZA.* 

By  S.  D.  RISLEY,  M.D., 

Attending  Surgeon  at  the  Wills  Eye  Hospital;  Professor  of  Diseases  of  the  Eye  at  the 
Philadelphia  Polyclinic  Hospital  and  College  for  Graduates  of  Medicine. 

PHILADELPHIA,  PA. 

MR.  D.  L.  W.,  aged  55,  a  merchant,  consulted  me  on  No- 
vember 15,  1898,  with  a  note  from  his  physician,  Dr. 
J.  C.  Brown,  of  Vincentown,  N.  el.,  regarding  a  disturbance  of 
vision,  the  exact  nature  of  which  he  had  a  great  difficulty  in 
describing.  He  was  a  large  muscular  man  who  had  enjoyed 
excellent  health  up  to  the  10th  of  September,  1898,  at  which 
time,  while  suffering  from  what  he  regarded  as  an  ordinary 
cold,  he  had  a  slight  attack  of  vertigo  at  his  tea-table,  and 
soon  after  went  to  bed.  He  was  awakened  in  the  night  by  a 
right  hemicrania,  unattended  by  nausea  or  vomiting.  The 
pain  persisting,  his  physician,  Dr.  Brown,  was  called  the  fol- 
lowing morning,  and  found  him  with  elevated  temperature  and 
a  rapid,  full  pulse.  He  was  sent  to  bed,  where  he  very  soon 
became  unconscious  and  remained  so  for  three  days.  This 
time  remains  a  perfect  blank  to  him,  but  his  wife  related  that 
he  vomited  almost  constantly.  He  then  recovered  partial 
consciousness,  with  frequent  lapses  into  his  preceding  condi- 
tion.   During  the  conscious  intervals  his  hemicrania  persisted, 
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the  pain  commencing  in  the  right  supra-orbital  region  and  ex- 
tending backward  to  the  occiput  and  nape  of  the  neck.  The 
lapses  into  unconsciousness  grew  less  frequent  and  persistent, 
and  gradually  faded  out ;  but  he  was  confined  to  his  bed  for 
three  weeks.  There  was  no  general  paralysis  of  motion,  and 
no  convulsions  at  any  time,  but  he  thinks  that  on  first  recov- 
ering his  senses  he  saw  double.  His  statements  on  this  point 
were  confused  and  uncertain;  indeed  in  his  attempt  to  de- 
scribe his  visual  trouble  he  grew  discouraged,  and  in  a  help- 
less way  turned  to  his  Avife  for  assistance.  Under  careful  in- 
quiry it  became  evident,  however,  that  he  had  had  some  con- 
fusion of  vision  on  recovering  his  consciousness,  for  even  after 
leaving  his  bed,  on  looking  out  of  the  window  well-known  ob- 
jects, even  the  houses  on  the  opposite  side  of  the  village 
street,  appeared  unfamiliar,  and  he  failed  to  recognize  his 
passing  friends,  although  he  saw  them  with  suflicent  clearness 
to  recognize  them.  When  spoken  to  through  the  window 
by  acquaintances  he  would  inquire  of  his  wife  who  they  were, 
evidently  suffering  from  a  visual  amnesia  or  mind-blindness, 
his  memory  for  familiar  objects  and  faces  having  been  com- 
pletely lost.  At  the  time  of  his  first  visit  to  my  office  this 
had  disappeared,  except  for  frequent  lapses  into  what  he 
called  "bad  memory."  Careful  study,  however,  revealed  the 
fact  that  this  difficulty  existed  only  for  objects  or  persons 
when  looked  at;  that  he  was  mind-blind  to  impressions  re- 
ceived through  the  sense  of  vision  only.  His  acuity  of  vision 
for  letters  was  6/2o  in  each  eye,  which  rose  to  6/12.5  with  cor- 
recting glasses.  The  charts  for  the  field  of  vision  revealed  ab- 
solute  right  hemianopsia,  with  a  well-marked  contraction  of 
the  remaining  half  of  the  field,  both  for  form  and  color.  In 
the  attempt  to  take  the  color  fields  it  was  at  once  discovered 
that  he  could  not  always  name  the  colore  correctly,  although 
he  could  recognize  them  when  named:  that  is  to  say,  when 
asked  if  blue  were  red,  he  promptly  responded  no:  but  asked 
if  blue,  he  responded  yes,  and  soon  with  the  other  colors,  lie 
found  no  difficulty  in  matching  correctlythe  Holmgren  skeins. 
The  amnesic  color-blindnes,  in  a  word,  was  almost  complete. 
He  could  call  the  letters  on  the  test  card  correctly,  will)  some 
hesitation,  but  was  entirely  unable  to  read  his  newspaper  <>r 
make  out  a  bill  of  fare  at  a  restaurant,  but   curiously  enough 
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could  add  up  a  column  of  figures.  He  could  read  a  short  sen- 
tence by  spelling  each  word  slowly,  naming  the  letters  aloud, 
and  could  then  go  back  and  read  the  sentence,  to  use  his  own 
expression,  "could  get  the  sense  of  it."?  But  without  this 
method  the  printed  page  conveyed  no  meaning  to  him. 

He  conversed  freely,  could  write  not  only  his  own  name 
without  difficulty,  but  could  write  a  business  letter,  he  said. 
a-  well  as  ever,  but  found  great  difficulty  in  reading  it  after  it 
was  written.  His  wife,  a  very  intelligent  woman,  related  that 
he  had  markedly  improved  in  many  respects;  that  not  only 
could  he  usually  recognize  his  friends,  but  that  he  was  slowly 
regaining  his  normal  characteristics:  that  during  the  early 
days  of  his  convalescence  he  would  sit  mute  for  hours  and  did 
not  wish  to  be  disturbed,  and  was  much  averse  to  conversa- 
tion, which  was  apparently  due  to  his  difficulty  in  framing  a 
reply.  Her  own  expression  for  the  condition  was  that  his 
"  brain  did  not  seem  to  work  right."  although  he  understood 
anything  that  was  said  to  him.  The  ophthalmoscopic  appear- 
ances were  those  of  a  retrograde  neuritis.  That  this  was  a 
correct  interpretation  of  the  ophthalmoscopic  picture  pre- 
sented for  each  eye  seems  demonstrated  by  the  beneficial  re- 
sults of  the  treatment.  There  was  no  disturbance  of  ocular  mo- 
tility :  the  hemicrania  and  occipital  pain  continued,  and  he 
slept  badly.  He  was  placed  on  ascending  doses  of  potas.  iodide. 
In  a  month  the  pain  had  disappeared :  he  slept  better:  vision 
had  risen  to  6/;.5,  and  the  hemianopsia  for  form  had  partially 
disappeared,  but  still  remained  for  red.  There  was  marked 
concentric  narrowing  of  the  form  field,  still  relatively  greater 
for  the  hemianopic  side,  and  under  fatigue  this  threatened  to 
increase.  Indeed,  on  taking  his  field  a  second  time  while 
fatigued  from  the  examination,  it  shrank  back  into  the  hemi- 
anopic field  for  form  also.  He  had  resumed  his  business, 
that  of  a  dealer  in  general  merchandise,  but  found  that  if  his 
store  were  crowded  with  customers  he  became  confused,  his 
pain  in  the  occipital  region  returned,  and  he  was  compelled  to 
seek  quiet. 

On  January  19,  1899,  V.=6/5.  miscalling  the  confusion 
letters.  His  wife  reported  him  more  talkative  and  like  him- 
self. He  could  bear  the  confusion  of  business  better :  could 
make  out  his  railroad  time-table  with  some  difficulty,  but  was 
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unable  to  read  a  book  or  his  newspaper  without  first  spelling 
out  each  word. 

On  March  27,  1899,  he  could  with  some  difficulty  road  his 
paper  and  conduct  his  business  without  trouble.  The  field  of 
vision  was  nearly  normal  for  form,  but  the  hemianopic  color 
fields  persisted.  He  was  not  seen  again  until  February  21, 
1900,  when  he  came  with  a  return  of  the  alexia  and  of  his 
hemianopsia  for  both  form  and  color,  apparently  due  to  great 
depression  of  health  and  spirit  over  the  hopeless  illness  of  an 
only  son  with  Bright' s  disease. 

At  the  present  writing,  February  1,  1901,  Mr.  W.  has  im- 
proved in  his  general  conditions;  has  less  occipital  pain, 
memory  is  better,  and  visual  disturbance  is  less  annoying,  but 
he  readily  lapses  into  the  former  conditions  from  fatigue  or 
under  any  worry  or  annoyance  in  his  place  of  business.  He 
has  obviously  aged  very  rapidly  during  the  past  year.  His 
hair,  which  was  simply  mixed  with  gray  in  January,  1900,  is 
now  white.  The  hemianopsia  continues,  but  there  is  no  addi- 
tional contraction  of  the  remaining  field. 


QUININE  AMAUROSIS;  ITS  FREQUENCY  AND 
REMOTE  MANIFESTATIONS. 

By  H.  MOULTON,  B.S.,  M.D., 

FORT  SMITH,  ARK. 

IN  discussing  "A  Case  of  Quinine  Amaurosis  "  in  the  Janu- 
ary number  of  this  Journal,  Dr.  Alt  remarks  that  he  has 
««  thought  it  not  impossible -that  of  the  many  cases  of  atrophy 
of  the  optic  nerve  which  are  observed  here  some  might  be  due  to 
the  former  habit  of  many  people  of  eating  quinine  to  prevent 
chills  and  fever."  The  probable  correctness  of  this  remark  is 
sustained  by  the  more  recent  pathological  investigations  of 
Holden1  and  de  Schweinitz,2  and  by  my  own  clinical  observa- 
tions. The  degeneration  of  the  retinal  elements  begins  in  a 
few  hours  after  the  sighl  is  affected  in  experimental  quinine 
blindness;  consequently  in  every  ease  some  permanent  iin- 
pairmenl  of  function  (contracted  field)  musl  remain. 

i "  Toxic  Amblyopia/1  1896. 

2 Arch,  of  Ophthal.,  Vol.  xxvn..  p.  588. 
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The  rarity  of  observations  of  quinine  amaurosis  in  view  of 
the  vast  multitude  of  people  who,  in  this  section  of  the  coun- 
try particularly,  take  large  doses  of  the  (Jrag,  is  frequently 
discussed.  I  have  been  enabled  to  report  a  single  observa- 
tion;8 but  in  conversation  with  physicians  I  have  heard  of 
quite  a  number  of  persons  who  have  been  blind  temporarily 
after  large  doses  of  quinine.  As  most  cases  of  severe  mala- 
rial intoxication  requiring  large  doses  of  quinine  occur  in  sec- 
tions remote  from  large  towns,  and  as  recovery  of  normal 
central  vision  occurs  spontaneously  in  nearly  every  case  by 
the  time  the  patient  is  up  and  around,  it  is  obvious  why  main 
cases  should  occur  and  never  appear  in  literature  or  even  be 
observed  by  ophthalmologists.  Nevertheless  it  remains  true 
that  an  idiosyncrasy  is  necessary  to  determine  the  effect  of 
quinine  on  sight  and  that  only  a  very  few  have  this  idiosyn- 
crasy— not  enough  to  deter  a  physician  from  prescribing  the 
drug  in  all  cases  as  freely  as  he  deems  necessary. 

The  observations  which  I  have  made,  and  which  bear  out 
the  remark  of  Dr.  Alt,  are  two  in  number. 

The  first  was  in  a  negro  child  of  8  years,  with  vision  of 
20/40  when  corrected.  She  had  contracted  fields,  sum  11  retinal 
vessels,  and  pale  optic  nerve-heads.  Her  mother  said  that 
when  4  years  old  the  child  had  taken  some  very  heavy  doses 
of  quinine  for  a  fever  and  was  blind  for  a  few  days  following, 
but  soon  recovered  about  the  same  degree  of  vision  she  now  has. 
The  child  was  in  good  health  and  free  from  discoverable 
hereditary  taint.  The  parents  were  of  the  better  class  of 
negroes  and  the  history  I  think  can  be  relied  upon. 

The  second  observation  was  in  Miss  T.,  a  refined  young 
lady  of  19  years  and  a  perfect  picture  of  health,  who  con- 
sulted me  for  an  error  of  refraction.  At  the  age  of  4  years 
she  had  measles.  During  this  sickness  or  shortly  after  Dr.  B. , 
of  Brinkly,  Ark.,  gave  her  one  ounce  of  quinine  sulphate  in 
less  than  a  week.  During  the  time  she  was  taking  the  quinine 
she  lost  her  sight  and  was  practically  blind  for  many  weeks 
without  visible  inflammation  of  the  eyes.  At  the  end  of  five 
months  useful  vision  had  been  recovered  and  has  remained 
without  material  change  until  now.  It  is  of  interest  to  add 
that  the  mother  of  the  young  lady  thought  that  the  blindness 
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was  due  to  belladonna.     It  was  only  after  being  questioned 

that  she  told  of  the  quinine.  She  was  positive  as  to  the 
amount  of  the  drug  and  time  of  blindness,  and  she  is  a  woman 
whose  statements  of  facts  can  be  relied  upon.  The  possibility 
of  the  quinine  affecting  the  eyes  in  sueh  a  way  had  not  been 
suggested  to  her.  My  record  of  the  case  was  made  fifteen 
years  after  the  blindness  occurred.  Central  vision  was  erood. 
With  a  mydriatic 

R.  E.,  15/20  with  +  .25  D.  s.  O  +  12-5  *>•  o.  ax.  45°  =  15/15. 

L.  E.,  15/80  with  +  .25  D.  s.  C  +  -50  D.  c  ax.  75°  =  15/16. 

Fields  for  form:  R.  E.  concentrically  contracted,  nasally 
to  30°,  above  to  20°,  temporarily  to  40°,  and  below  to  25°, 
from  point  of  fixation. 

L.  E.  nasally  to  40c,  above  to  25°,  temporally  only  to  80°, 
below  to  30°. 

The  ophthalmoscope  revealed  white  discs  with  all  details 
distinct  and  the  retinal  vessels  contracted  to  less  than  half 
their  normal  size.     No  other  fundus  lesions  were  present. 

Knies,  in  "The  Eye  in  General  Diseases,"  and  Story,  in 
Noma  and  Oliver's  "System  of  Diseases  of  the  Eye,"  dis- 
cuss the  rare  recorded  cases  of  defective  sight  following 
measles.  All  of  those  cases,  however,  except  one  are  definitely 
ascribed  to  optic  neuritis  accompanying  cerebral  or  meningeal 
inflammation  or  to  lesions  of  the  occipital  lobe.  The  excep- 
tion was  a  case  observed  by  Carreras  y  Arago,  of  tk  extreme 
amblyopia  with  contracted  retinal  arteries."  In  my  case  there 
was  no  history  or  evidence  of  any  intracranial  complication 
and  no  suggestion  in  the  appearance  of  the  fundus  of*  a  former 
neuritis.  It  seems  just  to  ascribe  the  case  to  the  quinine,  first 
because  of  the  dose,  second  because  of  the  perfect  accord  with 
the  well-known  facts  of  quinine  amaurosis. 

These  two  cases  might  well  have  been  classed  as  simple 
optic  atrophy  of  obscure  origin  had  not  the  histories  been 
closely  inquired  into.  I  believe  the  remote  effects  of  quinine 
on  the  retina  and  optic  nerve  exist  more  often  than  they  are 
recognized.  With  good  central  vision  the  contracted  field  to 
which  he  has  become  accustomed  is  not  complained  <>f  h\  the 
patient  and  the  narrow  ves-ds  and  white  discs  are  not 
unless  accidentally  discovered  by  the  ophthalmologist  in  his 
routine  dailv  work. 
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The  same  idea  is  borne  out  by  the  case  of  the  three-year- 
old  child  formerly  reported,  which  I  had  the  privilege  of  see- 
ing two  years  after  my  first  observation.  The  same  appear- 
ances remained  that  were  noted  at  first.  The  white  discolora- 
tion of  the  optic  discs  was  just  as  intense  and  the  arteries  and 
veins  were  just  as  narrow.  Useful  vision  had  returned,  but 
in  the  last  year  had  not  seemed  to  improve  much. 


OPTICO-CILIARY  RESECTION  IN  CASES  OF 
ABSOLUTE  GLAUCOMA.* 

By  DR.  FAGE, 

AMIENS,  FRANCE. 

Translated  by  Adolf  Alt,  M.D.,  St.  Louis,  Mo. 

IT  is  well  known  that  the  classic  operations,  like  iridectomy, 
sclerotomy,  etc.,  are  dangerous  or  of  no  value  in  eyes 
which  have  reached  the  absolute  stage  of  glaucoma.  If  an 
acute  attack  should  occur,  the  only  remedy  left  would  be 
enucleation. 

From  this  consideration,  optico-ciliary  resection  should  be 
employed  more  frequently,  for  it  is  a  means  which,  while 
conserving  the  shape  and  volume  of  the  eyeball,  allows  of  a 
diminution  of  the  hardness  of  the  eye,  and  stops  the  irritative 
phenomena  and  the  pains.  Of  course,  this  concerns  only  such 
eyes  as  are  definitely  deprived  of  all  vision;  furthermore,  this 
intervention  cannot  but  render  the  enucleation  more  easy  of 
execution,  if  this  should  later  on  become  necessary. 

It  is  well  known  that  this  operation  was  first  devised  by 
Rondeau  (1866),  and  employed  later  by  Boucheron  (1876), 
who  demonstrated  how  easy  of  performance  it  is,  and  what  its 
advantages  are. 

In  a  few  words,  this  is  the  procedure :  The  conjunctiva 
and  Tenon's  capsule  are  cut  at  the  point  where  the  Rectifs 
interims  is  inserted.  Then  this  muscle  is  lifted  up  with  a 
strabismus  hook,  a  thread  is  passed  through  it  to  prevent  its 
retraction,  and  then  its  tendon  is  cut  just  at  its  scleral  inser- 
tion.    Then  the  eyeball  is  turned  temporally,  and  with  a  pair 

*Archives  cTOphtalmologie,  December,  1900. 
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of  scissors,  curved  on  the  fiat,  the  optic  nerve,  the  ciliary 
nerves  and  the  ciliary  blood-vessels  are  cut.  Warlomont  and 
de  Wecker  have  constructed  compressing  scissors  for  this 
operation,  in  order  to  stop  the  haemorrhage. 

As  soon  as  the  nerve  has  been  severed,  the  eyeball  is 
turned  temporally  as  far  as  possible,  so  as  to  expose  its  pos- 
terior pole  to  view,  and  to  enable  the  operator  to  remove  the 
part  of  the  nerve  remaining  attached  to  the  eyeball.  Then 
the  eyeball  is  replaced  into  its  normal  position,  and  after  the 
hemorrhage  has  been  stopped  by  slight  compression,  the 
rectus  interims  is  stitched  to  the  sclerotic  at  its  normal  inser- 
tion.    Then  a  compressive  bandage  is  applied. 

Some  operators  have  proposed  to  cut  the  optic  nerve  by 
means  of  a  button-hole  opening  in  the  conjunctiva  and  Tenon's 
capsule,  without  severing  any  of  the  Rectus  muscles.  Ac- 
cording to  our  opinion,  this  procedure  increases  the  difficulty 
of  the  operation  instead  of  simplifying  it;  besides,  it  allows 
only  of  the  simple  section  of  the  nerve,  which  offers  fewer 
chances  of  success  than  does  the  resection. 

With  a  little  practice  the  operation,  as  we  have  described 
it,  is  easily  made.  In  some  individuals  the  anaesthesia  pro- 
duced by  the  subconjunctival  injection  of  cocaine  has  been  all 
that  was  required. 

What  we  have  to  be  afraid  of  most  is  an  intraorbital  haemor- 
rhage. This  may  become  profuse  enough  to  cause  a  strong 
exophthalmos,  produce  troubles  in  the  nutrition,  and  facilitate 
ulceration  of  the  cornea.  In  one  case  this  has  forced  me  to 
enucleate  an  eye  three  days  after  the  neurectomy,  and  sonic 
operators  have  had  to  do  this  at  once.  Usually,  this  hemor- 
rhage is  moderate  and  stops  on  compression,  and  the  eyeball 
returns  entirely  into  its  position  in  the  orbit. 

When  there  is  no  important  exophtha I nms,  an  ulceration 
of  the  cornea  is  hardly  to  be  dreaded.  According  to  Bouch- 
eron,  this  may  be  explained  by  the  faci  thai  there  are  super- 
ficial ciliary  nerves  which  insure  the  nutrition  of  this  mem- 
brane. 

We  have  been  in  a  position  to  observe  three  of  our  cases 
lone  enough  to  draw  some  conclusions.  In  one  case,  In  a 
woman,  o?  years  of  age,  an  irritative  chronic  glaucoma  had 
become  absolute.      In  the  other  two  cases  we  had  to  deal  willi 
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eyes  afflicted  with  adherent  leucoma,  with  absence  of  anterior 
chamber,  considerable  increase  of  intraocular  tension,  and 
even  severe  pains  in  one  of  the  cases,  who  had  previously  been 
advised  to  have  the  eye  enucleated. 

After  the  optico-ciliary  resection  the  irritation  disappears, 
the  pains  cease,  and,  what  is  very  important,  the  tension  is 
sensibly  reduced.  Such  eyes  which  were  previously  stretched, 
staphylomatous  or  buphthalmic,  show  a  tendency  to  become 
smaller. 

When  we  think  that  an  eyeball  which  has  once  arrived  at  the 
period  of  absolute  glaucoma  contains  in  its  irido-corneal  angle 
such  conditions  for  retention  that,  even  when  enucleated,  it 
will  remain  hard  for  at  least  several  hours,  it  is  difficult  at 
first  to  admit  that  the  optico-ciliary  neurectomy  can  have  any 
influence  upon  the  intraocular  tension. 

Yet  it  is  well  to  remember,  that  the  peri-choroidal  space 
is  in  communication  with  the  intervaginal  space  of  the  optic 
nerve  by  means  of  fissures,  the  termini  of  which  are  undoubt- 
edly obstructed  at  the  level  of  an  excavated  and  sclerosed  pa- 
pilla optica.  The  cutting  of  the  optic  nerve  may  reopen  these 
routes  of  excretion,  and  this  fact,  as  insignificant  as  it  may 
be,  is  a  factor  which  we  cannot  neglect. 

Moreover,  the  cutting  of  the  ciliary  nerves  diminishes  the 
secretion  of  the  aqueous  humor.  This  fact  has  been  estab- 
lished experimentally  by  Nicati.  That  the  hypertonus  lasts 
only  a  few  hours  in  the  enucleated  glaucomatous  eyeball,  is 
due  to  the  fact  that  the  secretion  of  aqueous  humor  becomes 
less  as  soon  as  the  action  of  the  ciliary  nerves  is  interrupted. 

From  all  this,  the  optico-ciliary  resection  answers  to  two 
indications,  to  which  every  antiglaucomatous  procedure  must 
correspond : 

1.  It  moderates  or  lessens  the  secretion  of  the  aqueous 
humor  through  the  section  of  the  ciliary  nerves. 

2.  It  favors  the  filtration  by  means  of  the  papillary  chan- 
nels by  widely  opening  the  sheaths  of  the  optic  nerve. 

Undoubtedly  the  successes  are  not  absolutely  constant. 
We  have  above  mentioned  the  most  frequent  complications, 
intraorbital  haemorrhage,  great  exophthalmos,  ulceration  of 
the  cornea;  yet  we  have  also  shown  how,  with  a  little  opera- 
tive ability,  these  can  generally  be  avoided. 
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We  have  also  noted  a  recurrence  of  the  pain,  and  even  a 
post-operative  papillitis  of  the  fellow-eye.  This  is  explained 
by  the  regeneration  of  the  ciliary  nerves,  the  possibility  of 
which  Bietti  has  demonstrated.  This  is  a  fact  which  must 
force  us  to  renounce  an  opticociliary  resection  whenever  we 
can  suspect  a  sympathetic  ophthalmia. 

But  when  this  complication  is  not  to  be  feared,  and  this 
is  generally  the  case  with  glaucomatous  eyes,  the  optico-ciliarv 
section  or  better  the  resection  is  an  excellent  operation,  and 
deserves  in  future  to  be  more  frequently  resorted  to. 
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ABSTRACTS  FROM  MEDICAL  LITERATURE. 


By  W.  A.  SHOEMAKER,  M.D. 

ST.  LOUIS,  MO. 

COMPARATIVE  VALUE   OF  ENUCLEATION  AND  THE 

OPERATIONS  WHICH  HAVE  BEEN 

SUBSTITUTED  FOR  IT. 

G.  E.  de  Schweinitz,  in  a  paper  read  before  the  Thirteenth 
International  Congress  at  Paris,  reaches  the  following  con- 
clusions : 

1.  Eyes  so  diseased  or  injured  that  they  already  excited 
sympathetic  ophthalmitis,  or  eyes  which  contain  malignant 
growths,  should  be  enucleated. 

2.  Eyes  in  which  a  suppurative  process  has  begun  may  be 
enucleated  with  safety,  provided  the  process  has  not  involved 
the  surrounding  orbital  tissues  or  alreadv  begun  to  extend 
posteriorly  so  that  it  would  be  difficult  to  obtain  an  aseptic 
socket;   otherwise  evisceration  is  the  safer  operation. 

3.  The  eyes  so  wounded  that  they  are  likely  to  excite 
sympathetic  ophthalmitis  should  be  enucleated,  if  two  weeks 
or  more  have  elapsed  since  the  reception  of  the  injury,  be- 
cause under  these  circumstances  enucleation  affords  a  greater 
security  to  the  patient  than  any  of  its  substitutes.  If  the  eye 
is  so  injured  that  the  sclera  is  extensively  lacerated,  enuclea- 
tion is  also  indicated. 

4.  Eyes  so  wounded  that  they  are  likely  to  excite  sympa- 
thetic ophthalmitis,  if  seen  before  two  weeks  have  elapsed, 
need  not  be  enucleated — that  is,  evisceration  or  Mules 's  oper- 
ation may  be  performed,  because,  with  perhaps  the  exception 
of  a  single  case,  there  is  no  positive  proof  that  these  opera- 
tions have  of  themselves  excited  sympathetic  disease.  They 
may  fail  to  arrest  the  development  of  sympathetic  ophthal- 
mitis, just  as  enucleation  may  meet  with  a  similar  failure. 

5.  Staphylomatous  eyeballs,  especially  when  they  occur  in 
children,  need  not,  in  fact  should  not,  be  enucleated.  When 
uninflamed,  they  may  be  treated  by  the  operation  of  abscis- 
sion or  complete  keratectomy  primarily  with  safety,  but  it 
cannot  be  promised  that  subsequently,  it  may  be  years  after- 

—54— 
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wards,  the  stump  will  not  undergo  calcaneus  or  osseous 
change  which  may  excite  sympathetic  irritation  in  the  other 
eye  and  require  enucleation.  Staphylomatous  eyes  are  suited 
to  Mules* s  operation. 

6.  Eyes  which  are  greatly  shrunken  (excessive  phthisis 
bulbi)  should  be  enucleated,  as  they  do  not  lend  themselves 
with  safety  either  to  evisceration  or  to  Mules' s  operation. 

7.  Painful  blind  glaucomatous  eyeballs,  or  eyeballs  blind 
from  chronic  non-traumatic  iridocyclitis,  may  be  treated  by 
evisceration,  with  or  without  the  insertion  of  an  artificial  vitre- 
ous, in  the  place  of  enucleation,  with  safety.  They  furnish 
one  of  the  few  indications  for  opticociliary  neurotomy,  or  neu- 
rectomy if  enucleation  or  one  of  its  substitutes  should  be  re- 
fused by  the  patient. 

8.  Enucleation  is  preferable  in  very  old  patients,  when  the 
time  element  is  important  and  when  physical  condition  is 
such  that  the  prolongation  of  convalescence  is  undesirable. 

9.  Evisceration  as  a  substitute  for  enucleation  is  a  safe 
operation,  and  temporarily  yields  a  stump  which  is  better  than 
the  stump  after  ordinary  simple  enucleation.  Subsequent 
shrinkage  of  this  stump,  however,  ultimately  renders- the  cos- 
metic effect  of  the  operation  no  better  than  ordinary  enuclea- 
tion, while  its  inconveniences  are  much  greater. 

10.  The  best  cosmetic  results  among  the  substitutes  for 
enucleations,  if  successful  abscissions  are  excluded,  are  secured 
by  Mules's  operation,  which  is  only  positively  contraindicated 
by  malignant  disease,  sympathetic  ophthalmitis,  extensive 
laceration  of  the  sclera,  and  extreme  phthisis  bulbi.  But  it 
should  be  remembered  that  the  primary  excellent  cosmetic 
effect  of  Mules's  operation  slowly  lessens,  owing  to  atrophy 
of  the  tissue  of  the  orbit  and  sinking  in  of  the  artificial  globe. 
This  diminution  in  the  volume  of  the  stump  is,  however-,  much 
less  marked  than  after  simple  evisceration. 

11.  Whenever  a  complete  enucleation  is  performed,  there 
18  no  objection  to  the  implantation  of  a  glass  ball  or  of  a  piece 
of  sponge  into  Tenon's  capsule,  except  perhaps  after-  enuclea- 
tion for  sympathetic  and  malignant  disease,  but  it  is  doubtful 

if  the  ultimate  cosmetic  advantage  of  the  operation  exceeds 
that  of  a  carefully  performed  enucleation. 

12.  There  is  no  perfect    substitute   f«.r  enucleation,  and 
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necessarily  this  operation  must  continue  to  be  performed  in 
many,  if  not  in  the  majority  of  cases.  When  it  is  performed 
according  to  the  rules  of  improved  technique,  which  include 
suture  of  the  severed  tendons  to  the  conjunctiva,  the  cosmetic 
effect  of  the  operation  is,  primarily  at  least,  as  good  as  any  of 
the  substitutes,  with  the  exception  of  Mules's  operation  and 
abscission,  and  is  free  from  the  objections  which  surround 
them.  It  seems  likely  that  with  further  improvement  in  tech- 
nique, and  particularly  in  the  manufacture  of  artificial  eyes, 
the  cosmetic  effect  will  be  enhanced  and  render  less  objection- 
able the  operation  of  enucleation  and  less  necessary  the  sub- 
stitutes for  it. 

13.  An  enucleation  which  pays  no  attention  to  the  pre- 
servation of  the  relationship  bet  ween  the  conjunctiva,  ocular 
tendons,  and  capsule  of  Tenon,  is  a  brutal  operation  which 
should  not  be  performed  unless  the  disease  of  the  globe  and 
surrounding  orbit  is  of  such  a  character  as  to  render  this  pre- 
caution impossible. 

The  foregoing  conclusions  seem  to  be  warranted  by  the 
statistical  information  gathered  in  this  paper,  although  I  fully 
realize  that  some  of  them  will  not  be  acceptable  to  all  of  the 
117  surgeons  who  have  contributed  their  experience.  For 
example,  a  number  of  operators  undoubtedly  would  reject 
conclusions  2  and  4,  although  they  are  in  accord  with  the  sur- 
gical beliefs  of  others.  So,  too,  the  final  sentence  in  conclu- 
sion 5  is  in  direct  discord  with  some  of  the  recorded  opinions, 
but  in  equally  direct  accord  with  the  views  of  others.  In 
other  words,  in  these  conclusions  I  have  endeavored  to  epito- 
mize the  opinions  which  have  been  expressed  by  the  various 
surgeons,  although  necessarily  it  was  impossible  to  construct 
a  series  of  deductions  which  would  be  equally  acceptable  to 
all  contributors.  Personally,  they  seem  to  me  to  represent  a 
safe  line  of  practice.  In  those  cases  in  which  complete  enucle- 
ation is  not  demanded — and  in  my  opinion  they  are  in  the 
minority — Mules's  operation,  when  successful,  certainly  fur- 
nishes admirable  results,  but  I  feel  sure  that  although  at  the 
present  time,  from  the  cosmetic  standpoint,  it  seems  to  be  one 
of  the  best,  if  not  the  best,  of  the  substitutes  for  enucleation, 
it  is  not  likely  to  endure  as  an  operative  measure  in  ophthalmic 
surgery  unless  the  percentage  of  failure  is  greatly  reduced.    I 
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believe,  as  I  have  stated  in  conclusion  12,  that  improvement 
in  the  technique  of  performing  the  operation  of  enucleation 
and  in  the  manufacture  of  artificial  eyes  will  probably  be  so 
great  in  the  future  that  this  and  other  substitutes  for  enucle- 
ation  will  seldom  be  required. 

ON  A  NEW  METHOD  IN  THE  DISCISSION  OF    SOFT 
CATARACTS. 

Percy  Dunn  (Lancet,  December  29,  1900)  believes  that 
the  rapid  absorption  of  soft  lens  matter  from  the  anterior 
chamber  can  only  occur  after  the  reduction  of  intraocidar  ten- 
sion by  the  removal  of  the  aqueous  humor.  In  order  to  ac- 
complish this  and  to  overcome  some  of  the  disadvantages  of 
the  present  methods  of  discission,  the  author  proceeds  as  fol- 
lows :  The  pupil  having  been  well  dilated  with  atropine  and 
the  patient  anaesthetized  with  chloroform,  a  broad  cataract 
needle  is  passed  through  the  cornea  and  a  vertical  and  hori- 
zontal incision  made  in  the  lens  capsule.  The  lens  matter 
having  been  broken  up  and  the  needle  partially  withdrawn, 
the  latter  is  turned  on  its  axis,  thereby  allowing  the  aqueous 
humor  to  escape  slowly.  On  the  fourth  day  but  a  small 
quantity  of  the  lens  matter  remains  in  the  anterior  chamber, 
and  but  a  trace  on  the  fourteenth  day.  He  believes  that  iritis 
will  not  follow  this  operation  as  a  result  of  mechanical  irrita- 
tion, but  only  when  antiseptic  procedures  have  been  improp- 
erly followed. 

The  author  believes  that  after  the  aqueous  humor  is  once 
properly  evacuated,  the  swollen  lens  would  allow  only  enough 
to  be  resecreted  to  restore  the  normal  tension. 

OCULAR  MANIFESTATIONS  OF  DIABETES  MET/LITUS. 
L.  A.  W.  Alleman  (Journal  of  the  American  Medical 
Association,  January  26, 1901)  calls  attention  to  the  fad  that 
ocular  manifestations  occur  with  sufficient  frequency  in  sys- 
temic affections  to  be  of  great  value  in  diagnosis.  While  the 
conditions  of  the  fundus  in  the  advance  stages  of  genera] 
diseases  have  received  careful  attention  and  study,  the  earlier 
conditions,  on  the  other  hand,  also  require  careful  scrutiny 
and  investigation.  Ocular  complications  may  exisi  in  all 
forms  of  diabetes,  but  are  generally  found  in  chronic  cases. 
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The  patients  generally  present  themselves  for  supposed  re- 
fractive errors.  The  author  refers  to  a  few  cases  on  record 
in  which  hypermetropia  was  caused  by  diabetes  and  which 
fluctuated  in  amount  with  the  variations  of  the  quantity  of 
sugar  in  the  urine.  According  to  Landolt  this  is  due  to  a 
change  in  the  index  of  refraction  of  the  vitreous.  Paralysis 
of  the  extraocular  muscles  are  supposed  to  be  due  to  a  peri- 
pheral neuritis  or  to  nuclear  or  peripheral  haemorrhages. 
Paralysis  or  paresis  of  accommodation  is  a  frequent  early 
symptom.  The  author  believes  that  cataract  occurring  in 
diabetes  in  cases  past  middle  life  is  due  to  a  general  dis- 
turbance of  nutrition  and  arterial  degeneration ;  in  the  young, 
on  the  other  hand,  there  is  some  direct  relation  between  the 
eye  and  the  general  disturbance.  He  argues  with  Hirschberg, 
that  there  is  a  distinct  diabetic  retinitis,  characterized  either 
by  a  degenerative  or  hemorrhagic  type. 

Eetinal  haemorrhages,  with  or  without  other  changes  in 
the  retina,  accompanied  or  unaccompanied  with  conjunctival 
haemorrhages,  are  always  suggestive  of  diabetes.  Symptoms 
of  toxic  amblyopia  frequently  occur  in  diabetes,  without  a 
history  of  excessive  indulgence  in  tobacco  or  alcohol.  Plas- 
tic iritis  is  also  encountered  in  diabetes;  keratitis,  which  is 
notably  an  exponent  of  nutrition  disturbances,  occurs  in  this 
disease.  Atrophy  of  the  optic  nerve  and  amblyopia  without 
any  assignable  cause  are  occasionally  encountered. 

EXPERIMENTS  WITH  EYE  MAGNETS. 

I.  Turk  (Berliner  Klinische  Wochenschrift ,  Oct.  8, 1900) 
believes  that  there  are  two  methods  for  extracting  splinters 
from  the  eye.  The  methods,  however,  are  not  to  be  differ- 
entiated by  the  size  of  the  magnet  that  is  employed  (respec- 
tively the  large  magnet  by  Haab  and  the  small  magnet  by 
Hirschberg)  or  the  relative  number  of  experiments,  but  by 
the  operative  procedure  that  is  employed.  He  believes  that 
the  small  magnet,  which  in  the  majority  of  cases  must 
necessarily  be  introduced  into  the  vitreous  and  cause  injury  to 
various  tissues  of  the  eye,  is  inferior  to  the  large  magnet 
which,  even  upon  external  application,  generally  exerts  suf- 
ficient force  to  withdraw  the  splinter  out  of  the  wound  it  origin- 
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ally  produced,  or  to  conduct  it  to  the  anterior  portion  of  the 
eye  so  that  a  simple  corneal  section  will  be  sufficient  to  ren- 
der its  extraction  easy.  Formerly  the  indications  for  the 
employment  of  either  one  of  the  magnets  has  been  upon  former 
clinical  experiments.  The  author,  however,  has  made  a  scries 
of  experiments  regarding  the  attractive  power  of  the  two 
magnets  upon  splinters  of  a  given  weight  and  at  given  dis- 
tances. In  the  cases  of  the  large  magnets  the  current  em- 
ployed was  from  1  to  13  amperes,  and  in  the  small  magnet 
from  3y2  to  4y2  amperes.  The  result  of  the  author's  experi- 
ments are  as  follows:  The  small  magnet  is  preferable  when 
it  can  be  approached  within  a  few  millimeters  of  the  splinter 
without  injury  to  the  vitreous.  This  includes  those  foreign 
bodies  in  the  anterior  chamber,  posterior  chamber,  iris  or 
lens  which  can  easily  be  reached  by  a  corneal  section.  In 
more  deeply  situated  foreign  bodies,  where  the  small  magnet 
can  only  avail  after  penetrating  the  vitreous,  the  application 
of  the  large  magnet  is  indicated.  The  stronger  magnet  when 
properly  applied  is  not  only  the  more  effective,  but  *also  the 
least  dangerous. — Philadelphia  Medical  Journal. 

A  CLINICAL  STUDY  OF  ONE  HUNDRED  AND  FIFTY  CASES   OF 

HYPERPHORIA. 

Wendell  Keber,  in  a  paper  read  before  the  Section  of  Oph- 
thalmology at  the  fifty-first  annual  meeting  of  the  American 
Medical  Association,  June  5-8,  1900,  draws  the  following  eon- 
elusions  : 

1.  Hyperphoria  occurs  in  about  one  out  of  six  patients 
who  seek  counsel  of  the  ophthalmologist. 

2.  It  is  present  to  the  extent  of  .;">  degree  or  more  in  <>m<* 
out  of  three  refraction  eases. 

3.  It  becomes  worthy  of  special  attention  in  about  one  out 
of  five  refraction  cases. 

4.  It  is  more  likely  to  be  latent  before  the  30th  vcir — .",:; 
per  cent,  of  all  cases — and  manifest  after-  that  time. 

5.  It  occurs  most  frequently  to  the  extent  of  aboui  one 
degree. 

t;.  The  most  frequenl  symptoms  are  supraorbital,  tem- 
poral, and  occipital  neuralgias,  photophobia,  drowsiness,  and 
abnormal  physical  tire  after  prolonged  near  work. 
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7.  A  full  quota  of  sleep,  daily  open-air  exercise,  and  a 
well-regulated  life  are  all  highly  important  factors  in  trying 
to  make  hyperphorics  comfortable. 

8.  Hyperphoria  is  found  a  little  oftener  associated  with 
esophoria — 57  per  cent. — than  with  exophoria — 37  per  cent. 
This  is  probably  because  compound  hyperopic  astigmatism 
with  its  associated  convergence-excess  outnumbers  all  other 
anomalies  of  refraction. 

9.  Convergence-training — if  convergence  be  insufficient — 
and  convergence-repression— if  convergence  be  excessive — 
frequently  relieve  hyperphoric  symptoms  entirely. 

10.  The  vertical  prism  has  a  field  of  pronounced  u&  ful- 
ness. 

11.  Prism  corrections  will  be  of  service  in  about  50  per 
cent,  of  all  cases.  One-half  to  two-thirds  of  the  hyperphoria 
may  be  corrected  for  infinity  and  two-thirds  to  the  full  amount 
for  work  at  the  occupation  distance. 

12.  When  all  these  means  have  been  exhausted,  section  of 
some  one  of  the  vertical  muscles  may  be  thought  of.  About 
one  out  of  twenty  hyperphorics  whose  deviation  is  two  degrees 
or  more  will  profit  more  by  tenotomy  than  by  any  other  treat- 
ment. Two  or  three  degrees  is  likely  to  he  the  amount  per- 
manently obtained  by  vertical  tenotomy. 

13.  The  only  fruit  that  can  he  home  of  the  attempt  at 
hospital  or  dispensary  treatment  of  hyperphoria — or  for  that 
matter  any  but  the  simplest  muscular  anomalies — is  vanity 
and  vexation  of  spirit. 

In  concluding  the  author  stated  that  he  always  does  a 
complete  tenotomy  without  fear  of  an  over-correction.  That 
we  know  very  little  about  the  physiology  of  the  ocular  mus- 
cles; that  there  are  six  pairs  of  muscles;  that  no  one  is  con- 
cerned alone  in  any  movement  of  the  eyes,  and  that  according 
to  Volkman  there  are  something  near  two  hundred  possible 
combinations  of  these  movements,  we  will  perhaps  realize 
how  empirical  our  knowledge  is. 

THE  RADICAL  TREATMENT  OF  LACRYMAL  DISEASES. 

Walter  B.  Lancaster  (Boston  Medical  and  Surgical  Jour- 
nal, January  10,  1901)  thinks  the  great  majority  of  cases  of 
epiphora  are  amenable  to  the  usual  conservative  treatment, 
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which  consists  of  astringents  and  antiseptic  collyria,  syringing 
and  probing,  and  proper  treatment  of  the  nasal  cavities.  In 
spite  of  a  judicial  selection  and  skillful  application  of  these 
methods,  there  remain  a  considerable  number  of  cases  which 
are  not  relieved.  These  are  the  cases  for  which  something 
more  radical  must  be  done,  and  any  method  that  promises 
quick  and  sure  relief  is  worthy  of  attention.  Such  a  method 
it  is  claimed  is  to  be  found  in  extirpation  of  the  lacrymal  sac 
and  gland.  In  the  case  of  a  woman  with  an  absolutely  im- 
permeable nasal  duct  and  a  lacrymal  sac  distended  to  the 
size  of  a  small  lemon  by  the  long  duration  of  the  disease,  the 
sac  filled  with  muco-pus,  the  patient  was  willing  to  undergo 
any  operation  necessary  to  gain  quick  relief.  The  lacrymal 
sac  was  removed  and  the  disease  was  cured.  Removal  of  the 
sac  takes  away  the  source  of  irritation,  and  not  only  does 
away  with  the  disease  of  the  sac  and  its  dangers,  but  dimin- 
ishes the  flow  of  tears  materially.  The  removal  of  the  larger 
lacrymal  gland  causes  surprisingly  little  diminution  in  the 
apparent  moisture  of  the  conjunctival  sac.  It  is  only  when 
the  eye  is  exposed  to  some  irritation  that  the  difference  is 
usually  apparent,  and  then  the  diminution  is  slight.  There  is 
never  an  absolute  dryness.  There  are  some  cases  in  which 
removal  of  the  gland  without  the  removal  of  the  sac  seems  to 
promise  relief,  and  if  so  is  to  be  preferred.  The  dangers  of 
the  operation  are  :  disfigurement,  orbital  abscess,  injury  to  the 
optic  nerve  and  the  cornea,  and  ptosis.  The  possibility  of 
excessive  dryness  is  conceivable  perhaps,  but  has  never  oc- 
curred so  far  as  the  author  is  aware.  The  history  of  five 
cases  is  given. 


SUCCESSFUL  REMOVAL  OF  CATARACTS  IN  INSANE  SUBJECTS, 

WITH  RECOVERY  OF  MIND  ATTENDING  THE 

RESTORATION  OF  SIGHT. 

William  C.  Posey  (  University  Medical  Magazine,  Decem- 
ber, 1900)  reports  two  cases  in  which  removal  of  a  cataract  in 
chronic  insanity  produced  a  rapid  and  complete  cure  of  the 
mental  disease.  In  both  cases  there  seemed  to  be  from  the 
history  a  direct  relation  between  the  mental  disease  and  the 
failure  of  vision.     This  may  account  for  the  result. 
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TUBERCULOSIS  OF  THE  EYE;    ITS   DIFFERENTIAL  DIAGNOSIS, 
PATHOLOGY  AND  TREATMENT. 

Charles  Stedman  Bull  {Medical  Record,  December  8, 
1900)  regards  tuberculosis  of  the  eye  as  rare  as  its  diagnosis 
is  difficult,  as  in  many  cases  the  bacilli  and  the  giant-cells  are 
the  only  determining  factors.  Tuberculous  ulcers  of  the  con- 
junctiva and  lids  usually  occur  through  the  infection  of  some 
abrasion,  and  when  they  do,  the  lymphatic  glands  around  the 
ear  are  also  involved.  When  the  process  is  primary,  the  prog- 
nosis is  favorable.  The  sclera  and  cornea  are  often  invaded 
and  show  great  resistance.  The  invasion  of  the  nerve-tract 
is  usually  secondary.  The  iris  and  ciliary  body  are  sometimes 
invaded  by  the  disease  in  the  primary  form  and  usually  re- 
sults in  phthisis  bulbi.  When  the  retina  or  optic  nerve  is  in- 
volved it  is  usually  an  extension  from  the  meninges.  No 
cases  of  primary  tuberculosis  of  the  orbit  have  ever  been  re- 
ported. 

ESTIMATION  OF  THE  AMOUNT  OF    INJURY  TO  THE  EARNING 

CAPACITY  OF  THE  INDIVIDUAL  FROM  PARTIAL  OR 

COMPLETE  LOSS  OF  VISION. 

Howard  F.  Hansell  {Annals  of  Ophthal mology,  October, 
1900)  draws  the  following  conclusions:  Blindness  is  that  de- 
gree of  loss  of  vision  that  incapacitates  one  from  earning  his 
living  in  any  occupation  requiring  the  use  of  the  sense  of  sight, 
the  degree  varying  according  to  the  demands  of  the  occupa- 
tion. Vision  of  less  than  one-half  diminishes  the  earning 
power,  and  the  less  the  vision  the  greater  the  loss  of  the  earn- 
ing power.  Monocular  blindness  is  not  incompatible  with  full 
earning  capacity.  The  loss  of  earning  power  owing  to  defec- 
tive vision  may  be  computed  according  to  a  simple  system 
based  upon  the  ratio  of  the  loss  of  vision  to  the  full  earning 
capacity  at  any  age  and  in  most  occupations. 
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At  the  meeting  of  the  Section  of  Ophthalmology,  College 
of  Physicians  and  Surgeons,  held  on  January  15,  1901, 
Dr.  S.  D.  Eisley  gave  the  clinical  history  of  a  case  of 
"Inflammatory  Glaucoma  Presenting  Uniform  Features  "  in 
a  woman,  aged  71  years,  of  gouty  diathesis.  The  attack  fol- 
lowed a  group  of  cases  of  acute  conjunctivitis  in  the  family, 
and  was  mistaken  and  treated  by  physician  for  that  disease 
for  ten  days,  at  the  end  of  which  time  T.  =  -f-  3,  vision  re- 
duced to  fingers  at  one  foot,  and  field  narrowed  almost  to  fixa- 
tion point.  She  was  detained  in  the  office  and  repeated  instil- 
lations of  eserine  solution  made,  under  which  the  pain  subsided 
and  vision  rose  to  counting  fingers  at  one  meter.  Before  be- 
ing dismissed  she  complained  of  pain  in  the  right  eye  and  dim 
sight.  On  examination  the  anterior  perforating  vessels  were 
found  dilated,  anterior  chamber  shallow,  T.  =  -\-  2,  and  pul- 
sation in  the  retinal  arteries  which  had  before  been  absent, 
V.  =  y10.  Under  eserine  and  salicylates,  T.  normal  in  both 
eyes  next  morning,  and  in  O.  D.  V.  =  6/6,  with  normal  field,  and 
in  O.  S.  =6/io,  with  temporal  field  contracted  to  fixation  point 
and  elsewhere  to  10°.  Following  attack  of  indigestion,  symp- 
toms returned  in  O.  S.  and  iridectomy  was  performed.  Two 
weeks  later  she  suffered  an  onset  of  glaucoma  in  O.  D.,  not- 
withstanding that  eserine  had  been  instilled  regularly  during 
residence  in  hospital.  Iridectomy  resulted  in  great  improve- 
ment in  sight  in  twenty-four  hours,  but  dimness  supervened 
in  forty-eight  hours  from  extensive  haemorrhage  which  spread 
over  anterior  and  posterior  surfaces  of  lens.  Dr.  Rislev  said 
that  but  for  the  accident  of  having  witnessed  the  attack  of 
acute  transient  glaucoma  in  the  right  eye  prior  to  the  opera- 
tion upon  the  left,  this  case  would  have  furnished  an  illustra- 
tion of  the  tradition  that  iridectomy  upon  a  glaucomatous  eye 
was  likely  to  precipitate  an  attack  of  the  disease  in  the  pre- 
viously healthy  fellow-eye. 

Discussion. — Dr.  de  Schweinitz  referred  to  an  analogous 
instance  occurring  in  a  woman,  aged  65,  on  whom  he  had  per- 

—63- 


64  Miscellany. 

formed  iridectomy  on  the  right  eye  for  inflammatory  glaucoma. 
From  his  experience  he  believed  that  where  acute  inflamma- 
tory glaucoma  attacked  one  eye,  the  other  eye  was  almost 
certain  sooner  or  later  to  be  similarly  affected,  and  he  strongly 
advised  that  an  iridectomy  be  performed  on  the  good  eye  be- 
fore an  outbreak  of  the  disease  had  complicated  the  operation 
and  damaged  the  eye,  especially  if  at  any  time,  either  before 
or  after  the  iridectomy  on  the  opposite  eye.  the  apparently 
sound  eye  had  exhibited  any  of  the  prodromal  signs  of  glau- 
coma. In  reply  to  a  question  by  Dr.  Harlan,  he  said  that  he 
knew  there  were  cases  in  which  the  disease  had  not  shown 
itself  in  the  good  eye  even  many  years  after  the  primary  at- 
tack in  the  other  eye,  but  nevertheless  he  considered  that  an 
iridectomy  not  only  relieved  the  patient  of  the  constant  anxiety. 
but  gave  the  most  certain  hope  of  checking  the  disease.  He 
had  been  informed  by  Dr.  Borsch,  formerly  on  de  Wecker's 
staff,  that  that  surgeon  performed  an  anterior  sclerotomy  upon 
the  healthy  eye  at  the  time  the  iridectomy  was  made  upon  the 
glaucomatous  ball.  In  cases  of  iridectomy  in  glaucoma, 
de  Wecker  preferred  at  first  making  a  sclerotomy  and  several 
weeks  later  the  iridectomy. 

Dr.  Eisley  said  that  he  was  quite  in  accord  with  Dr. 
de  Schweinitz  regarding  the  advisability  of  iridectomy  on  the 
fellow-eye  as  a  prophylactic  measure,  since  in  a  vast  majority 
of  cases  the  second  eye  was  also  sooner  or  later  attacked  by 
the  disease.  Iridectomy,  he  thought,  would  remove  a  source 
of  anxiety  from  both  patient  and  surgeon.  During  an  acute 
glaucoma  the  shallow  anterior  chamber  made  successful  peri- 
pheral iridectomy  a  very  difficult  operation,  and  the  profuse 
bleeding  from  the  cut  iris  often  made  it  necessary  to  close  the 
eye  with  the  anterior  chamber  filled  with  blood,  which  he  be- 
lieved often  led  to  partial  capsular  opacity  and  prolonged  con- 
valescence; whereas,  in  a  healthy  eye,  the  operation  was  com- 
paratively an  easy  one  and  fraught  with  much  less  danger  from 
complications. 

Dr.  Zentmayer  referred  to  a  case  of  subacute  glaucoma  in 
a  patient,  68  years  of  age,  where,  twenty-four  hours  after  an 
iridectomy,  the  sight  of  the  fellow  eye,  the  optic  nerve  of 
which  presented  a  doubtful  pathological  excavation,  rapidly 
failed,  declining  from  5/6  to  L.  P.,  with  T.  +  2. 
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A  CASE  OF  MYO-FIBRO-SARCOMA  OF  THE  ORBIT. 

{With  Mitro -Photographs.') 
By  ADOLF  ALT,  M.D. 

ON  January  23,  1901,  E.  G.,  a  cowboy  from  Arkansas, 
was  brought  to  my  office  for  consultation.  The  history 
given  by  Dr.  Meade,  the  physician  accompanying  him,  was 
that  about  a  year  previously  a  swelling  had  been  noticed  in  the 
left  lower  lid  at  the  nasal  canthus,  which  kept  on  growing  to 
the  apparent  size  of  a  walnut.  Some  physician  then  made  an 
attempt  to  remove  the  tumor,  which  proved,  however,  abso- 
lutely abortive.  About  a  month  previous  to  his  consulting  me, 
the  physician,  who  came  with  the  patient,  had  also  tried  to  re- 
move the  tumor,  but  this  operation  had  evidently  to  some  ex- 
tent remained  incomplete,  because  the  patient  did  not  take  an 
anaesthetic  kindly  and  could  not  stand  any  further  pain.  Still, 
by  this  operation  a  tumor  of  the  size  of  a  small  walnut  was  re- 
moved from  the  lower  lid.  The  wound  healed  kindly.  There 
had  been  no  exophthalmus  observed  at  any  time,  nor  was 
there  any  double  vision ;  yet  there  was  evidently  still  a  tumor 
in  the  orbit,  behind  the  lacrymal  caruncle,  and  the  question 
was  what  to  do  with  it. 

On  palpation,  I  felt  a  round,  semi-hard,  smooth  tumor  sit- 
uated behind  the  lacrymal  sac  and  immovably  connected  will) 
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the  periosteum.  It  was  even  now  not  large  enough  to  cause 
any  exophthalmus  and  did  not  seem  to  reach  far  back  into  the 
orbit.  Of  course,  I  advised  the  immediate  and  thorough  re- 
moval  of  all  of  the  pathological  tissue,  after  splitting  the  inner 
canthus,  so  as  to  have  an  easy  access  to  the  parts,  the  lacry- 
mal  drainage  apparatus  having  been  previously  destroyed. 

The  operation  was  made  in  this  manner  on  the  same  day 
by  Dr.  N.  B.  Carson,  of  this  city,  through  whose  kindness  I 
obtained  this  specimen.  The  specimen  removed  by  the  former 
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operation  I  had  also  obtained  through  the  kindness  of  Dr. 
Meade. 

The  whole  mass  together  was  about  the  size  of  a  walnut. 
It  was  hardened  in  formol  and  then  in  alcohol  and  embedded 
in  celloidin. 

The  tumor  shows  very  much  the  same  structure  in  all  its 
parts,  and  consists,  in  the  main,  of  dense  fibrous  tissue, 
mixed  with  a  much  larger  quantity  of  long  slender  spindle 
cells  with  the  characteristic  rod-shaped  nucleus,  which  are  un- 
doubtedly non-striated  muscular  fibres.  These,  like  the  fibrous 
tissue,  are  arranged  in  bundles  of  different  sizes,  and  the  two 
kinds  of  tissue  are  very  closely  interwoven.      (See  Fig.  1.) 
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Here  and  there  round  cells  are  found  in  the  interstitial  tissue 
and  around  some  of  the  very  numerous  blood-vessels  which 
the  tumor  contains. 

The  muscular  coat  of  most  of  the  blood-vessels  is  very 
thick.  In  many  places,  in  every  specimen,  muscular  fibres  are 
seen  to  grow  away  from  the  blood-vessel  into  the  surrounding 
tumor-tissue.  In  some  instances  all  of  the  regularly  arranged 
muscular  coat  of  the  blood-vessels  has  gone  up  in  the  tumor- 
tissue,  and  what  was  a  blood-vessel  is  now  but  a  narrower  or 
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wider  slit  in  the  tissue  which  contains  blood.  In  many  places 
such  slits  are  still  lined  with  normal  endothelial  cells ;  in  others 
even  the  endothelial  cells  have  disappeared. 

From  these  facts  it  is,  I  think,  evident  that  the  muscular 
fibres  forming  most  of  this  tumor  have  taken  their  origin  from 
the  muscular  coat  of  the  blood-vessels. 

The  tumor  further  contains  in  one  place  a  larger  aggrega- 
tion of  gianl  cells.  They  are  stained  very  deeply  with  h;vnm- 
toxvline,  and  while  numerous  nuclei  may  still  be  seen  in  them, 
they  evidently  contain  a  material  which  looks  very  much  like 
amorphous  lime  and  which  is,  perhaps,  an  organic  lime  com- 
bination, the  forerunner  of  bone-formation.     (  Sec  Big.  2.) 
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Indeed,  in  other  parts  there  are  larger  deposits  of  crystals 
and  crystalloid  formations,  which  are  decidedly  lime.     (See 


Fig.  4. 


Fig.  3.)  These  are  surrounded  by  numerous  giant  cells  with 
very  numerous  nuclei.  Some  of  them  show  bone  structure. 
( See  Fig.  4.) 
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The  tissues'surrounding  the  tumor  are  greatly  infiltrated 
with  round  cells,  and,  I  believe,  the  sarcomatous  character  of 
the  growth  cannot  be  doubted. 


A  CASE  OF  SUDDEN  BLINDNESS. 

By  HOWARD  F.  HANSELL,  M.D., 

PHILADELPHIA,  PA. 

JANUARY  14,  1901,  my  friend,  Dr.  Freas,  of  Philadelphia, 
brought  to  the  Jefferson  Hospital  John  McCullough,  a 
white  man,  39  years  of  age.  He  is  a  large-framed  muscular 
man,  a  worker  in  an  iron  foundry,  and  seemed  to  be  in  per- 
fect health.  He  had  been  entirely  blind  in  both  eyes  for  seven 
days.  During  the  night,  seven  days  previously,  he  awoke  to 
find  that  he  was  unable  to  perceive  the  light  of  a  match ;  in 
the  morning  he  found  all  light  perception  had  gone.  At  the 
time  of  the  examination  he  could  not  see  in  any  part  of  the 
field  a  thirty -two  candle  power  electric  lamp  when  held  close 
before  him.  The  eyes  were  free  from  all  indications  of  in- 
flammation, there  was  no  external  ocular  paralysis ;  the  pupils 
were  widely  dilated,  unresponsive  to  light  and  responsive  to 
convergence  and  accommodative  efforts ;  the  media  were  clear ; 
the  optic  papillae  were  slightly  veiled,  the  retinal  veins  dilated 
tortuous,  and  the  arteries  contracted.  These  changes  in  the 
vessels  were,  however,  not  particularly  marked,  but  were  un- 
doubtedly present.  The  retinae  were  not  cedematous  nor  were 
there  any  patches  of  exudation,  or  of  connective  tissue  hyper- 
plasia, or  of  haemorrhages.  The  man's  intellect  was  unimpaired. 
He  complained  of  no  pain,  dizziness,  vomiting,  paralysis,  or 
any  alteration  from  the  normal  function  of  any  of  the  or- 
gans. Repeated  examination  of  the  urine  showed  absence  of 
sugar  or  of  albumin.  There  was  no  heart  or  lung  affection, 
and  he  had  not  suffered  from  any  accident  or  fall,  abscess  or 
sore  in  any  part  of  his  body.  He  denies  specific  history,  nor 
were  there  indications  that  he  was  not  speaking  the  truth. 

The  data  for  determining  upon  a  definite  diagnosis  were 
insufficient,  but  I  made  a  tentative  diagnosis  of  a  lesion  from 
haemorrhage  or  a  new  growth  in  the  region  of  the  chiasm. 
Vascularity  of  the  retina  indicated  probable  pressure  upon  the 
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blood-vessels  supplying  the  deeper  portion  of  the  eye  immedi- 
ately back  of  the  apices  of  the  orbits  and  the  absolute  loss  of 
function  of  both  optic  nerves,  and  the  slight  oedema  of  the 
nerve  leads  me  to  believe  that  the  lesion  was  in,  or  immedi- 
ately in  front  of,  the  chiasm.  There  was  no  loss  of  sensibility 
of  the  fifth  pair  in  any  of  its  branches.  The  cavities  accessory 
to  the  orbit  were  well  illuminated  by  the  electric  light.  Dr. 
Gibb,  of  the  Polyclinic  Hospital,  who  examined  the  patient 
later,  decided  that  the  origin  of  the  trouble  was  not  to  be 
found  in  the  nasal,  ethmoid  or  sphenoidal  cavities. 

The  treatment  consisted  in  daily  pilocarpine  sweats,  mer- 
curial inunctions,  inhalations  of  nitrite  of  amyl,  and  the  ad- 
ministration of  nitroglycerine.  On  the  third  day  after  this 
treatment  was  instituted  light  perception  returned  to  the  right 
eye,  and  on  the  fourth  day  to  the  left  eye.  The  improvement 
in  the  vision  daily  was  quite  rapid  for  several  days,  and  since 
then  has  been  extremely  slow.  At  the  end  of  two  weeks  the 
right  eye  had  recovered  ability  to  count  fingers  at  several  feet, 
and  in  the  left  eye  the  perception  of  light  and  the  counting  of 
fingers  close  to  the  eye  on  the  temporal  part  of  the  field.  It 
was  found  at  this  examination  that  in  the  right  there  were 
no  scotomata  and  that  light  could  be  seen  in  all  parts  of  the 
field;  in  the  left  eye,  however,  a  little  more  than  the  nasal 
half  of  the  field  was  blind  to  light.  The  treatment  was  modi- 
fied by  the  cessation  of  the  baths  and  the  inunctions  and  the 
addition  of  1/w  gr.  strychnine,  t.  d. ;  the  nitrite  of  amyl  was 
continued  since  the  patient  stated  that  after  each  inhalation 
his  vision  seemed  to  be  better.  The  nitroglycerine  also  was 
continued. 

The  examination  made  January  26th,  six  weeks  after  the 
onset  of  the  blindness,  resulted  in  practically  the  same  find- 
ings. The  loss  of  the  nasal  half  of  the  field  of  the  left  eye 
was  unchanged.  The  exact  definition  of  the  blind  field  was 
difficult  to  determine,  but  the  boundary  between  the  blind  and 
seeing  fields  seemed  to  be  exactly  vertical  and  several  degrees 
to  the  temporal  side  of  the  plane  of  the  fovea.  The  pupillary 
reactions  to  light  had  returned.  The  obstruction  of  the  cir- 
culation, as  shown  by  the  arteries  and  dilated  veins,  was  still 
acting.  Both  papillae  had  now  become  entirely  clear  and  had 
assumed  the  whiteness  of  atrophy.    There  was  no  hemianopic 
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pupil  reaction  of  the  left  eye  and  the  condition  of  the  eyes 
and  of  vision  at  the  last  examination  confirmed  the  diagnosis 
of  the  situation  of  the  lesion  in  the  chiasm.  No  further/ light 
has  been  thrown  upon  the  etiology  of  the  disease. 

The  last  examination  was  made  February  18th.  The  pa- 
tient complained  that  during  the  past  week  vision  had  steadily 
declined,  so  that  to-day  he  is  scarcely  able  to  find  his  way  about 
the  streets.  The  ophthalmoscope  shows  advancing  atrophy 
of  the  nerves  with  further  contraction  of  the  arteries,  the 
veins  remaining  unchanged.  In  the  left  eye  perception  of 
light  remained  on  the  nasal  half  of  the  retina  only.  The  prog- 
nosis is  extremely  unfavorable.  Degeneration  of  the  nerves 
will  probably  continue  until  all  light  perception  is  gone.  The 
treatment  which  seemed  to  be  successful  in  the  early  period 
of  the  affection  is  now  unavailing. 


THE  TEACHING  OF  OPHTHALMOLOGY  IN 
MEDICAL  SCHOOLS. 

By  F.  L.  HENDERSON,  M.D., 

Professor  of  Ophthalmology  in  the  Barnes  Medical  College;  Ophthalmic  Surgeon 

to  St.  Mary's  Infirmary;  Consulting  Oculist  to  the  Wabash  Ry. 

and  the  Terminal  Ry.  Assn.,  etc. 

ST.  LOUIS,  MO. 

IN  the  February  number  of  the  American  Journal  of 
Ophthalmology  Dr.  Swan  M.  Burnett  has  published  an 
article  on  the  above  subject,  which  he  closes  with  the  hope 
that  others  teachers  will  give  expression  to  their  opinions. 
My  experience  as  a  teacher  of  this  branch  has  covered  a  period 
only  one-third  as  long  as  Dr.  Burnett's,  but  since  this  fact  puts 
me  many  years  nearer  to  the  period  of  undergraduate  life,  I 
may  be  excused  for  offering  my  views. 

There  are  many  good  reasons  why  the  subject  of  medical 
teaching  should  occupy  the  attention  of  our  profession.  There 
are  one  hundred  and  fifty-eight  medical  schools  in  the  United 
States,  which  contain  about  twenty-five  thousand  pupils.  The 
number  of  graduates  each  year  is  between  four  and  five 
thousand.  These  unfortunates  are  being  subjected  1<>  an  ordeal 
appalling  in  its  severity.  If  you  doubt  it,  examine  the  curricu- 
lum of  any  good  four-year  school,  look  over  the  text-books, 


12  F.  L.  Henderson. 

and  then  figure  out  the  amount  of  time  the  student  has  in 
which  to  accomplish  certain  results.  It  will  be  found  that  ac- 
curate, definite,  working  knowledge  of  the  twenty-six  branches 
now  taught  is  an  impossibility.  The  result  is  that  an  over- 
conscientious  few  all  but  kill  themselves  and  the  rest  devote 
their  time  to  scheming  upon  how  to  "  get  through."  Another 
fact  which  bears  heavily  on  the  situation  is  that  medical  pro- 
fessors are  rarely  selected  on  account  of  their  teaching  ability. 
Teaching  is  a  secondary  consideration — merely  an  incident  in 
the  week's  work.  It  serves  as  a  good,  ethical  medium  for 
personal  advertising  and  is  too  often  used  with  that  object  ex- 
clusively in  view.  Modern  theories  of  pedagogics  are  totally 
disregarded.  The  antiquated  didactic  lecture  or  ••how  I  do 
it"  is  still  the  favorite  method.  The  corollary  of  the  lecture 
or  viva  voce  method  of  teaching  is  the  student's  inaccurate 
and  misleading  note-book,  which  owing  to  the  bulk  of  the 
printed  text-books  he  uses  to  the  exclusion  of  the  latter. 

The  subject  of  medical  text-books  would  itself  take  up  the 
space  of  this  article  if  one  were  to  attempt  to  exploit  their 
ridiculous  unfitness.  The  text-books  on  ophthalmology  are 
dividedinto  two  kinds  :  the  large  works,  which  contain  so  much 
as  to  be  utterly  useless  to  a  student  in  the  stress  and  anxiety 
of  the  senior  year ;  and  the  small  manuals,  which  give  little 
enough,  but  fail  to  discriminate  between  the  ophthalmology 
of  the  general  practitioner  and  that  of  the  specialist.  I  be- 
lieve the  so-called  text-books  on  the  other  branches  of  medi- 
cine are  similarly  defective.  The  system  of  multiple  text- 
books is  observed  nowhere  except  in  medical  teaching.  I 
know  of  one  professor  who  delivers  but  forty-eight  lectures 
during  the  four  years'  course,  yet  recommends  twenty-five 
text-books,  most  of  them  being  the  seven  hundred-page  variety. 
In  every  senior  class  of  any  size  a  dozen  different  works  on 
the  eye  can  be  found,  and  each  author  as  well  as  the  teacher 
will,  in  all  probability,  have  a  different  nomenclature  and 
classification.  This  unnecessary  lack  of  uniformity  adds  to 
the  distress  and  confusion  of  the  pupil. 

Since  my  experience  as  a  teacher  has  been  limited  to  the 
chair  of  ophthalmology  I  will  confine  myself  to  a  discussion 
of  the  conditions  which  confront  a  teacher  of  that  branch  of 
medicine.     I  believe  I  am  justified  in  assuming  that  similar 
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conditions  exist  as  regards  the  other  departments.  The  ma- 
jority of  our  schools  teach  ophthalmology  only  to  the  fourth- 
year  class  and  allow  two  hours  each  week  for  this  purpose. 
The  average  course  being  six  months  long,  gives  us  forty- 
eight  hours  in  all  to  teach  the  graduate  what  he  must  know  of 
the  eye.  These  hours  are  usually  divided  equally  between 
didactic  and  clinical  instruction.  I  believe  the  suggestions  of 
Dr.  Burnett  relative  to  clinical  teaching  can  not  be  improved 
upon.  A  fact,  however,  which  must  not  be  lost  sight  of  in 
estimating  the  value  of  clinical  instruction,  is  that  the  student's 
ignorance  of  the  eye  renders  the  clinics  of  the  first  half  of  the 
year  more  or  less  useless,  the  value  of  the  clinics  increasing 
with  the  progress  of  the  didactic  instruction.  Any  teacher 
who  devotes  his  clinical  hours  to  the  major  eye  operations  be- 
fore an  amphitheater  full  of  students,  not  one  of  whom  sees 
what  is  being  done,  is  more  interested  in  impressing  the  class 
with  his  skill  than  in  impressing  it  with  the  elements  of  differ- 
ential diagnosis. 

Having  twenty-four  hours  for  didactic  instruction,  let  us 
estimate  how  much  time  the  student  has  for  learning.  There 
are  usually  five  or  six  lectures  a  day,  and  if  a  student  studies 
five  or  six  hours  each  day  outside  of  the  college  he  has  done 
as  much  as  can  reasonably  be  expected  of  him.  After  the 
long  day  in  the  lecture  room,  to  study  from  7  to  12  o'clock 
six  nights  in  the  week,  and  to  keep  it  up  for  six  months,  re- 
quires good  eyes,  a  sound  mind,  a  strong  constitution,  and  an 
equable  disposition.  For  every  hour  of  teaching  there  is  then 
one  hour  of  study,  consequently  forty-eight  hours  is  all  the 
student  has  to  devote  to  ophthalmology  outside  of  the  class 
room.  Having  but  twenty-four  hours  in  which  to  teach  didac- 
tically all  that  the  student  is  to  get  before  graduation,  and  the 
pupil  having  but  forty-eight  hours  in  which  to  learn  all  that 
he  is  expected  to  know,  the  question  is,  what  shall  he  be 
taught?  We  are  confronted  by  the  fact  that  the  amount  of 
information  which  can  be  imparted  in  this  time  is  distressingly 
small  and  the  amount  which  can  be  assimilated  is  even  less. 

It  should  be  the  purpose  of  a  medical  school  to  provide  its 
graduates  .with  an  equipment  which  will  best  meet  the  demands 
of  general  practice.  I  do  not  believe  the  elective  system 
should   enter   into  a  medical .  curriculum,   as   undergraduate 
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specialism  must  result  in  unsymmetrical  development.  It  has 
been  maintained  by  the  broadest  medical  minds  that  no  man 
is  properly  prepared  for  special  work  until  he  has  had  experi- 
ence as  a  general  practitioner.  The  elective  system  is  not  only 
a  subversion  of  this  conception,  but  goes  farther  and  would 
narrow  the  school  training  as  well  as  the  experience  of  the 
practitioner. 

It  is  on  the  subject  of  what  shall  be  taught  that  I  differ 
radically  from  Dr.  Burnett.  After  specifically  calling  atten- 
tion to  the  limitations  of  time  based  upon  the  same  figures 
that  I  have  used,  he  proceeds  to  outline  a  course  which  avouM 
require  vastly  more  time  than  he  has  at  his  disposal.  My  ex-; 
planation  of  this  discrepancy  is  that  Dr.  Burnett  knows  oph- 
thalmology so  well  that  he  is  not  conscious  of  the  difficulties 
attending  its  acquirement.  Having  taught  for  twenty  years, 
it  is  so  long  since  he  wrestled  with  the  true  and  false  image 
that  he  confounds  acquired  and  intuitive  knowledge.  I  will 
quote  him  on  the  subjects  which  are  to  be  taught  in  twenty- 
four  hours.  "This  discussion  of  the  anatomy  of  the  eye 
should  begin  with  a  demonstration  of  the  structure  of  the 
orbit  and  especially  its  relations  to  the  accessory  sinuses  and 
the  openings  leading  into  the  adjacent  cavities,  with  an  indica- 
tion as  to  their  significance  in  pathological  conditions  of  each." 
' « The  macroscopic  anatomy  of  the  globe  itself  should  be 
taught  by  dissected  specimens."  "  The  demonstration  of  the 
microscopic  anatomy  comes  next." 

Let  us  stop  and  think  how  many  hours  of  our  twcnty-f our 
it  would  take  to  teach  the  anatomy  of  the  eye  in  this  way  to 
a  class  of  from  fifty  to  one  hundred  seniors.  Ask  any  average 
student  how  many  hours  of  his  forty-eight  it  would  take  to 
learn  it  in  this  way.  Next  comes  the  study  of  the  eye  as  an 
optical  instrument,  and  we  are  told :  * '  The  methods  of  trigino- 
metrical  construction  as  followed  in  the  little  book  of  Mr.  C.  F. 
Prentice  on  «  Ophthalmic  Lenses,'  and  bj  some  others,  is  amply 
sufficient  for  the  general  student."  I  have  yet  to  see  a  gen- 
eral student  who  will  not  agree  that  this  is  amply  sufficient. 
On  the  subject  of  lenses,  the  pupil  is  supposed  to  go  so  far  as 
to  learn  "the  modes  of  designating  them  in  the  various  inch 
and  the  metric  systems."  Next  comes  "  a  thorough  demon- 
stration of  the  schematic  or  reduced  eye,  emmetropia,  accom- 
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modation  and  its  anomalies,  and  the  forms  of  ametropia  and 
the  means  of  correcting  the  latter  with  the  principles  un- 
derlying them.  This  is  done  by  didactic  lectures."  Lectures 
in  the  plural  is  well  used  here,  but  how  many  of  the  twenty- 
four  can  we  spare  on  ametropia?  When  he  reaches  the  study 
of  the  eye  as  an  organ  of  sense  we  find  this :  ' « Theories  of 
color  perception  can  be  then  gone  over  briefly."  By  this 
statement  we  are  led  to  presume  that  the  conceptions  of 
Young,  Helmholtz,  Preyer,  and  Hering  are  to  be  detailed.  I 
would  suggest  that  the  correlation  theory  as  expounded  by 
Oliver  be  not  overlooked.  Its  beautiful  simplicity  may  enter- 
tain the  student  in  his  idle  moments.  Later,  "  diplopia  and 
its  significance  as  to  the  special  muscles  involved"  is  to  be 
studied.  Unless  Dr.  Burnett's  students  possess  a  very  dif- 
ferent brand  of  intellect  from  those  I  have  associated  with,  it 
will  require  not  a  few  of  the  forty-eight  hours  to  learn  to 
determine  the  paretic  muscle  or  muscles  from  the  position  of 
the  false  image. 

What  we  have  gone  over  is  only  preliminary — an  introduc- 
tion to  the  serious  business  of  the  course,  which  is  the  study 
of  diseased  conditions.  As  would  naturally  be  presumed,  from 
what  has  preceded,  accuracy  and  thoroughness  are  expected. 
He  says:  "Particularly  should  the  signs  and  symptoms  of 
conjunctivitis,  iritis,  and  glaucoma  be  so  clearly  pointed  out 
and  insisted  upon  as  to  make  an  error  in  diagnosis  impossible." 
And  as  further  evidence  of  the  thoroughness  with  which  he 
expects  the  diseased  conditions  to  be  studied,  I  quote  again : 
"  When  possible,  bacteriological  preparations  of  all  conjunc- 
tival discharges  should  be  exhibited."  Feeling  that  he  has 
not  given  his  students  as  much  as  they  can  learn  in  forty-eight 
hours  he  says :  "As  much  practical  experience  should  be 
given  in  examining  the  refraction  of  the  eye  by  means  of  test 
ill  asses,  the  shadow  test  and  the  ophthalmoscope,  as  possible." 
This  sounds  so  well  that  you  think  you  are  reading  from  a 
college  catalogue,  but  I  need  not  comment  on  the  chances  of 
having  superfluous  time  enough  to  train  the  class  in  skiascopy, 
to  say  nothing  of  estimating  refractive  errors  with  the  oph- 
thalmoscope. I  do  not  mean  to  say  thai  such  knowledge  as 
is  outlined  in  the  above  course  is  not  desirable  in  the  gradu- 
ate.    Nor  do   I  mean  to  insinuate  that  a   teacher  could   doI 
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cover  that  much  ground — we  must  assume  from  Dr.  Burnett's 
article  that  he  has  done  it.  I  do  not  see  how  he  can  do  it, 
and  I  do  not  believe  any  student  can  keep  up  with  him  un- 
der standingly. 

Having  had  the  temerity  to  criticise  Dr.  Burnett's  sug- 
gestions I  will  offer  my  own,  hoping  that  the  subject  will  be 
taken  up  by  others,  and  that  its  agitation  may  result  in  im- 
proved methods.  I  will  confine  myself  to  the  two  proposi- 
tions:  What  shall  we  teach  the  undergraduate?  and  how 
shall  we  teach  him?  my  remarks  being  based  upon  the  fact 
that  we  have  but  twenty-four  didactic  lectures  and  the  stu- 
dent but  forty-eight  hours  study  to  devote  to  ophthalmology. 

In  the  first  place  the  line  of  demarcation  between  the 
ophthalmology  of  the  general  practitioner  and  that  of  the 
specialist  should  be  distinctly  drawn.  Time  spent  in  teach- 
ing a  student  even  a  little  about  the  ophthalmoscope,  the  fit- 
ting of  glasses,  skiascopy,  eye  surgery,  etc.,  is  wasted,  as  he 
does  not  learn  enough  along  these  lines  to  make  use  of  his 
knowledge.  There  is  also  the  danger  of  impressing  him  with 
the  idea  that  he  is  an  oculist,  and  we  know  the  incalculable 
harm  which  is  being  done  by  the  general  practitioner  who 
thinks  he  has  fitted  himself  for  refractive  work  when  he  has 
purchased  a  set  of  trial  lenses.  Microscopic  anatomy  of  the 
eye,  "methods  of  triginometrical  construction,"  testing  for 
glasses,  all  except  the  simplest  features  of  eye  physiology, 
ophthalmoscopy,  skiascopy,  and  eye  surgery  belong  to  post- 
graduate instruction  and  to  the  specialist.  Any  student  who 
learns  the  layers  of  the  retina  consumes  time  which  could  be 
spent  more  profitably  in  a  dozen  other  ways.  When  I  open 
one  of  the  seven-hundred  page  text-books  *  <  for  students  and 
practitioners  "  and  see  the  formula  for  calculating  the  index 
of  refraction  of  a  transparent  medium,  I  am  led  to  wonder 
what  kind  of  a  book  the  author  would  write  for  specialists. 

To  be  specific  as  to  what  should  be  taught,  let  me  say  it 
will  take  four  weeks  (an  hour  each  week)  to  cover  the  gross 
anatomy  of  the  eye,  and  unquestionably  this  should  be  the 
first  thing  acquired  by  the  class.  In  two  lectures  can  be 
given  all  the  student  has  time  to  learn  of  refraction,  physiol- 
ogy, etc.  Diseases  of  the  ocular  muscles  will  take  two  lec- 
tures.    Diseases  of  the  lids  also  two,  and  the  lachrymal  ap- 
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paratus  and  orbits  will  have  to  be  crowded  into  one.  If  the 
conjunctiva  and  the  cornea  are  given  in  three  lectures  each 
we  have  consumed  seventeen  of  our  twenty-four  hours,  and 
the  remaining  seven  can  be  disposed  of  by  giving  an  hour  each 
to  the  iris,  ciliary  body  and  choroid,  the  crystalline  lens,  glau- 
coma, the  retina,  the  optic  nerve,  and  functional  disorders  of 
vision.  Diseases  of  the  sclera  will  have  to  be  taught  in  the 
lessons  on  the  cornea,  and  sympathetic  ophthalmia  will  natur- 
ally be  treated  of  with  diseases  of  the  ciliary  body.  When 
the  subject  is  thus  subdivided  it  will  be  easily  seen  that  there 
is  no  time  for  the  superfluous,  and  that  an  enormous  amount 
of  elimination  must  occur.  In  fact  there  is  barely  enough 
time  to  teach  differential  diagnosis,  to  which  our  energies 
should  be  almost  exclusively  directed.  Other  teachers  may 
divide  the  subject  differently,  but  divide  it  as  you  will  there 
is  only  time  to  touch  the  "high  places,"  and  every  word 
taught  should  bear  directly  upon  the  problems  which  may 
confrQnt  the  student  in  general  practice.  Leave  skiascopy 
and  such  to  the  post-graduate  schools. 

Having,  I  hope,  made  myself  clear  on  the  subject  of  what 
should  be  taught  the  undergraduate  student,  the  next  and  last 
question  is,  how  shall  we  do  it?  I  believe  the  prevalent  sys- 
tem of  extemporaneous  lectures,  multiple  text-books  and  stu- 
dents scrappy,  disconnected,  inaccurate  notes,  to  be  about  the 
hardest  possible  way  for  teacher  and  pupil  and  the  one  cal- 
culated to  accomplish  the  least.  There  is  very  little  more 
reason  for  teaching  some  parts  of  the  course  by  lectures  than 
for  teaching  arithmetic  that  way.  Imagine  if  you  can  a  high 
school  class  in  physics,  some  of  whom  have  quiz  compends, 
some  with  lead  pencil  note-books  and  others  with  seven  hun- 
dred page  text-books  (all  different)  ;  then  top  this  confusion 
with  a  teacher  who  tries  to  impart  the  subject  in  twenty-four 
extemporaneous  lectures  and  you  have  a  condition  found  in 
many  of  our  medical  schools.  Asa  substitute  for  the  pre- 
vailing system,  I  would  suggest  that  the  professor  of  ophthal- 
mology make  it  obligatory  for  every  pupil  to  possess  or  have 
access  to  a  text-book  of  his  selection.  Let  there  be  uniform- 
ity in  the  book  used  by  the  class.  If  teachers  of  every  other 
branch  of  knowledge  have  the  right  to  demand  this  of  their 
pupils,  the   medical  teacher  has.     The   hook   selected   should 
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contain  just  what  the  pupil  is  expected  to  know,  not  a  page 
more  or  a  page  less.  It  should  contain  only  as  much  as  a 
student  can  learn  in  forty-eight  hours  hard  study,  and  its  sub- 
stance  should  be  of  the  nature  heretofore  indicated.  It  should 
be  divided  into  twenty-four  lessons,  or  one  lesson  for  each 
didactic  lecture  of  the  course.  Instead  of  devoting  these 
precious  twenty-four  hours  to  telling  the  student  what  he 
must  know,  let  the  little  text-book  tell  him,  and  devote  the 
hours  to  quizzing  and  finding  out  if  he  has  learned  his  lesson. 
During  the  quiz  a  professor  will  have  ample  opportunity  for 
injecting  his  individual  information.  At  intervals  of  four 
or  six  weeks  a  written  examination  on  the  lessons  passed  may 
be  given,  one  of  the  clinic  hours  being  used  for  the  purpose. 
By  grading  students  on  the  oral  quiz  and  on  their  written  pa- 
pers a  teacher  will  come  up  to  the  final  examination  with  some 
idea  of  the  individual  merits  of  his  pupils,  and  justice  is  more 
liable  to  be  done  than  when  a  student  stands  or  falls  on  the 
result  of  one  examination. 

The  suggestions  made  may  be  summarized  as  follows : 

1.  Eliminate  from  the  course  all  that  pertains  to  the  spe- 
cialist, and  acquaint  the  student  with  the  fact  that  he  is  only 
getting  a  fragment  of  ophthalmology. 

2.  Teach  only  as  much  as  the  student  can  learn  in  the 
limited  time  at  his  disposal,  and  let  all  that  is  taught  bear  di- 
rectly upon  his  needs  as  a  general  practitioner. 

3.  Pay  special  attention  to  the  diagnosis  of  those  dis- 
eases in  which  an  error  would  be  disastrous. 

4.  Abandon  the  lecture  and  its  corollary,  the  student's 
note-book. 

5.  Prescribe  a  text-book  which  contains  exactly  what  the 
pupil  is  expected  to  learn  and  no  more.  If  a  teacher  can  not 
find  a  book  which  suits  him  he  should  write  one.  It  should 
not  contain  more  than  150  pages, 

6.  Instead  of  the  lecture  devote  the  hour  to  quizzing,  and 
at  periods  of  six  weeks  give  a  written  examination.  Grade 
each  student  at  every  opportunity,  so  that  his  final  standing 
may  bear  some  relation  to  his  merits. 

The  above  plan  is  not  purely  theoretical ;  I  have  followed 
it  for  the  past  four  years  and  have  every  reason  to  believe  that 
I  now  teach  my  students  more  and  with  less  effort  and  anxiety 
on  their  part. 
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NOTES  ON  ADRENALIN. 
(PARKE,  DAVIS  &  CO.) 

By  ADOLF  ALT,  M.D. 

THE  firm  of  Parke,  Davis  &  Co.  sent  me  on  December  27, 
1900,  the  following  letter,  which  will  explain  itself: 

Detroit,  Mich.,  December  27,  1900. 

Dear  Sir  :  The  special  character  of  your  work  will  give 
an  added  interest  to  the  announcement  that  the  active  princi- 
ple of  the  suprarenal  gland  has  been  isolated  by  a  member  of 
our  scientific  staff,  Dr.  Jokichi  Takamine,  the  well-known  in- 
ventor of  taka-diastase.  We  have  now  under  way  a  process 
for  producing  this  active  principle  (which  we  have  named 
"  adrenalin  ")  on  a  large  commercial  scale,  and  we  hope  soon 
to  have  our  first  supplies  ready  for  the  market. 

The  clinical  uses  of  the  suprarenal  gland  have  in  the  past 
appealed  very  strongly  to  general  practitioners  and  specialists 
in  the  treatment  of  eye,  ear,  nose,  throat,  and  heart-diseases; 
hence  it  occurs  to  us  that  you  may  not  be  unwilling  to 
test  our  adrenalin  before  we  put  it  on  the  market.  For  this 
purpose  we  are  venturing  to  send  you  a  package  of  seven  vials 
containing  a  small  specimen  of  the  adrenalin  proper  in  basic 
crystalline  form,  and  three  solutions  of  the  adrenalin  chloride 
—1/1000,  1/5000  and  1/10000;  also  the  same  dilutions  con- 
taining normal  salt  solution. 

The  active  principle  is  in  white  crystalline  form  and  its 
general  chemical  behavior  is  that  of  a  basic  substance.  It  is 
sparingly  soluble  in  water — 1  part  in  about  600  parts  of  water. 
It  dissolves  readily  in  dilute  acids,  forming  various  salts.  Its 
solutions  exhibit  all  the  characteristic  chemical  and  physio- 
logical reactions  of  the  active  principle  of  the  gland. 

A  drop  of  the  1/10000  solution  introduced  into  the  eye 
will  blanch  the  lids  within  from  thirty  seconds  to  one  minute. 
Bloodless  operations  have  been  performed  with  this  dilute 
solution. 

The  1/1000  solution  may  be  used  by  the  mouth  as  a  heart 
tonic.  A  small  quantity  of  it  has  proved  sufficient  to  stimu- 
late the  pulse  during  surgical  operations  under  chloroform. 

We  should  very  much  like  to  have  you  make  clinical  tests 
of  the  specimens  sent  you  with  a  view  to  gauging  the  power 
of  the  adrenalin  as  a  hemostatic,  as  an  astringent,  or  as  a  heart 
tonic,  and  if  you  will  kindly  communicate  the  results  of  your 
observations  we  shall  be  very  much  indebted  to  you. 

We  trust  that  we  have  not  presumed  on  your  interest  in 
the  powerful  and  useful  substance,  and  we  beg  leave  to  thank 
you  in  advance  for  such  attention  as  you  may  give  the  solu- 
tions sent  you.  Very  respectfully  yours, 

Parke,  Davis  &  Co. 
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Ever  since  Bates  (1897),  Abel  and  Crawford,  and  Mullen 
(1898),  and  others  had  drawn  the  attention  of  oculists  and 
aurists  to  the  local  effects  of  the  extract  of  the  suprarenal 
capsule,  like  many  others,  I  have  experimented  with  it  in  my 
practice.  About  a  year  ago,  through  the  kindness  of  Messrs. 
Armour  &  Co.,  of  Chicago,  I  received  a  large  quantity  of  the 
desiccated  suprarenal  capsule  manufactured  by  this  firm,  which 
I  have  also  used.  When,  in  the  July  (1900)  number  of  the 
American  Journal  of  Ophthalmology,  Dr.  L.  Howe*  de- 
scribed his  method  of  preparing  a  solution  which,  contrary  to 
all  other  methods,  was  to  render  the  solution  useful  for  from 
two  to  three  weeks,  I  tried  this  also.  Yet,  while  it  was  a  de- 
cided advance,  it  was  not  quite  as  satisfactory  as  I  had  ex- 
pected. All  of  these  solutions  and  extracts  became  foul  in  a 
very  short  time  and  disgusting,  if  not  useless. 

The  samples  of  adrenalin,  which  I  have  obtained  through 
the  kindness  of  Messrs.  Parke,  Davis  &  Co.,  are  immensely 
superior  in  this  respect,  that  in  the  two  and  a  half  months  in 
which  I  have  used  them  the  solutions  have  not  become  foul. 
While  each  bottle  contains  now  some  fungous  growths  and 
the  action  of  the  solutions  does  not  appear  to  be  as  strong  and 
immediate  as  in  the  beginning,  yet  they  cannot  be  called  foul 
and  spoiled. 

In  so  far  the  adrenalin,  as  prepared  by  this  firm,  is  cer- 
tainly extremely  useful  and  highly  to  be  recommended.  The 
action  on  the  mucous  membranes  is  prompt  and  efficient.  Yet, 
it  seems  to  me  the  value  of  this  remedy  has  been  in  general 
somewhat  overrated.  It  has  certainly  no  quality  as  a  remedial 
agent,  as  I  have  proven  to  my  satisfaction  time  and  again  in 
all  forms  of  inflammatory  conditions  in  the  eyelids  and  eye- 
ball, and  also  in  the  ear.  Its  effect  is  evanescent,  and  while 
it  may  help  to  increase  the  action  of  cocaine,  and  perhaps 
prolong  it,  the  cases  in  which  its  employment  may  be  consid- 
ered as  useful  are  comparatively  few.  It  is  especially  in  eye 
and  nose  surgery  that  it  may  retain  a  place. 

I  have  had  no  occasion  to  try  it  as  a  heart  tonic. 


♦Note  on  the  Preservation  of  Aqueous  Solution  of  the  Extract  of 
Suprarenal  Capsule. — L.  Howe. 
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THE  PAN-AMERICAN  CONGRESS  HELD  AT 
HAVANA,  CUBA,  IN  FEBRUARY,  1901. 

Burlington,  Iowa,  February  27,  1901. 
Editor  American  Journal  of  Ophthalmology  : 

The  enclosed  memoranda  may  give  you  some  idea — not 
very  clear  perhaps — of  the  doings  at  the  Pan-American  Con- 
gress. Necessarily  much  of  it  is  drawn  from  memory.  Had 
I  known  beforehand  that  there  would  be  so  few  of  us  to  tell 
what  we  saw  and  heard,  or  that  I  should  be  asked  for  an  ac- 
count, I  would  have  prepared  myself  to  make  a  systematic 
and  complete  report.  But  such  as  it  is,  it  is  freely  at  your 
service,  Truly  yours,  H.  B.  Young,  M.D. 

The  attendance  of  eye,  ear,  nose  and  throat  men  at  the 
Pan-American  Medical  Congress,  lately  in  session  at  Havana, 
was  not  sufficiently  large  to  warrant  the  organization  of  two 
sections  as  originally  intended;  and  the  time  was  therefore 
divided  between  them  in  one  section,  which  assumed  both 
titles.     Ophthalmological  papers  were  offered  as  follows: 

1.  "  Statistics  of  Cataract  in  the  Antilles  Compared  with 
Those  on  the  Island  of  Majorca."    Dr.  J.  Ramonell,  Havana. 

2.  "  A  New  Clinometer  for  Measuring  the  Torsional  De- 
viations of  the  Eyes  and  Estimating  the  Degree  of  Distortion 
Produced  by  Cylindrical  Lenses."  Dr.  Alex.  A.  Duane,  New 
York. 

3.  "  Report  of  a  Case  of  Removal  of  the  Superior  Cervical 
Ganglion  for  Non-Inflammatory  Glaucoma."  Dr.  Joseph 
Mullen,  Houston,  Texas. 

4.  "  Case  of  Blindness  from  Sympathetic  Ophthalmitis 
Complicated  with  Secondary  Glaucoma;  Restoration  of  Vision 
by  Two  Iridectomies;  One  with  Extraction  of  Lens,  Irido- 
cystectomy,  and  Tynell's  Operation  of  Drilling."  Dr.  Chas. 
A.  Oliver,  Philadelphia,  Pa. 

5.  "Ocular  Disorders  in  Lepers."  Dr.  Joaquim  Patron 
Espada,  Yucatan. 
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6.  "Iridectomy  After  Simple  Extraction  of  Cataract." 
Dr.  Juan  Santos  Fernandez,  Havana. 

7.  "  Alcohol  and  Tobacco  Amblyopia  in  Cuba."  Dr.  C.  E. 
Finlay,  Havana. 

8.  ''Sterilization  of  Cataract  Knives."  Dr.  Juan  Santos 
Fernandez,  Havana. 

9.  "Retinal  Asthenopia  of  Spongers."      (Idem.) 

10.  "Etiology  of  Ulcus  Rodens  Cornea?."  Dr.  Eduardo 
Andrade,  Venezuela. 

11.  "  Arterio-Venous  Aneurysm  by  Rupture  of  the  Internal 
Carotid  Into  the  Cavernous  Sinu>."  Dr.  Louis  H.  Debayle, 
Leon,  Mcarragua. 

Of  the  North  American  contributors  only  one  was  present, 
namely,  Dr.  Mullen.  The  case  he  reported  was  classed  as  a 
failure;  for  after  the  lapse  of  a  few  months  all  the  symptoms 
of  glaucoma  were  manifest  as  before. 

Dr.  Fernandez  (6)  believes  that  a  small  iridectomy  after 
extraction  reduces  the  chances  for  prolapse  and  synechias. 
That  is  his  experience. 

Dr.  Finlay  (7)  demonstrated  by  a  Dumber  of  cases — 92 
among  4300  patients — that  alcohol  and  tobacco  amblyopia  was 
not  so  rare  in  Cuba  as  former  writers  have  reported.  Cuban 
tobacco,  although  mild  as  a  rule,  and  Spanish  wine,  although 
rarely  taken  to  the  point  of  intoxication,  are  not.  therefore, 
harmless  to  vision. 

Dr.  Andrade  (10)  found  through  a  number  of  cultures 
from  several  rodent  ulcers  that  different  ulcers  showed  differ- 
ent micro-organisms.     He  relied  mainly  on  iodoform  locally. 

Dr.  Debayle  (11)  gave  a  complete  report  of  a  case  which 
he  had  under  observation  from  the  first  disturbance  (exoph- 
thalmos) to  the  fatal  termination.  Accompanying  his  report 
were  numerous  beautiful  photographs  showing  the  progress. 
the  gross  appearances  at  the  autopsy,  and  structural  changes 
as  seen  through  the  microscope.  The  patient  was  a  woman  of 
thirty-five  years.  Trauma  (?),  syphilis,  and  arterio-sclerosis 
were  excluded,  and  a  malarial  origin  was  suggested. 

Most  of  the  papers  elicited  lively  discussion.  In  fact  the 
discussions  in  some  instances  were  so  lively  among  the  Span- 
ish-Americans that  the  "  enervating  influences  of  a  tropical 
climate  "  became  a  doubtful  quantity.  Enthusiasm  and  fluency 
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of  speech  our  Southern  neighbors  excel  in;  but  they  can 
profitably  take  from  us  a  few  lessons  in  system  and  speaking 
strictly  to  the  issue. 

All  in  all,  however,  in  spite  of  the  small  attendance,  the 
section  meetings  were  pleasant  and  profitable.  To  those 
speaking  English  only,  the  mysteries  of  Spanish  speech  were 
made  clear  by  Drs.  Finlay  and  Andrade,  who  were  indefatigable 
in  translating. 

Ophthalmologists  in  attendance  from  the  United  States : 
Carvelle,  Manchester,  N.  H. ;  McDavitt,  St.  Paul,  Minn. ; 
Mullen,  Houston,  Texas;  Young,  Burlington,  Iowa. 

Ophthalmology  was  especially  honored,  however,  in  the 
selection  of  one  of  its  leading  exponents,  in  Havana,  Dr. 
Fernandez,  as  President  of  the  Congress. 


PRIZE  ESSAY  OF   THE   MEDICAL  SOCIETY  OF  THE  STATE  OF 

KEW  YORK. 

At  the  ninety-fifth  annual  meeting  of  the  Medical  Society 
of  the  State  of  New  York,  held  in  Albany,  January  29-31, 
Dr.  Jacobi,  of  New  York,  Chairman  of  the  Committee  on 
Prize  Essays,  reported  that  the  best  essay  submitted  was  writ- 
ten by  Dr.  Lucien  Howe,  of  Buffalo.  The  essay  was  entitled 
"  On  the  Measurement  of  the  Inter-Ocular  Base  Line  and  the 
Size  of  the  Meter  Angle."  The  prize  is  $100.  We  con- 
gratulate. 


MEDICAL   SOCIETIES. 


PRELIMINARY  PROGRAM  OF  THE  MEETING  OF  THE 
WESTERN  OPHTHALMOLOGIC  AND  OTO- 
LARYNGOLOGIC ASSOCIATION. 

To  be  held  at  Cincinnati,  Ohio,  April  11-12,  1901. 
Officers  and  Standing  Committees — 1900-1901. 

M.  A.  Goldstein,  M.D.,  President,  St.  Louis,  Mo. ;  H.  V. 
Wiirdemann,  M.D. ,  First  Vice-President,  Milwaukee,  Wis. ; 
Fayette  C.  Ewing,  M.D.,  Second  Vice-President,  St.  Louis, 
Mo.;  C.  R.  Holmes,  M.D:,  Third  Vice-President,  Cincinnati, 
Ohio;  W.  L.  Dayton,  M.D.,  Treasurer,  Lincoln,  Neb.;  Wil- 
liam Lincoln  Ballenger,  M.D.,  Secretary,  Chicago,  111. 

Program  Committee. — Wm.  L.  Ballenger,  M.D.,  .Chair- 
man; H.  V.  Wiirdemann,  M.D.,  Edwin  Pynchon,  M.D. 

Publication  Committee. — A.  Alt,  M.D.,  Chairman;  Win. 
Scheppegrell,  M.D. ,  Fayette  C.  Ewing,  M.D. 

Membership  Committee. — H.  W.  Loeb,  M.D.,  Chairman; 
B.  E.  Fryer,  M.D.,  W.  L.  Bullard,  M.D. 

Arrangement  Committee. — C.  R.  Holmes,  M.D.,  Chair- 
man; J.  W.  Murphy,  M.D.,  Derrick  T.  Vail,  M.D.,  H.  Stow 
Garlick. 

Program. 

Thursday,  April  11,  Morning  Session  (General),  10  A.M. 

Call  to  order  by  the  Chairman  of  the  Committee  of  Arrange- 
ments, C.  R.  Holmes,  M.D. 

Remarks  by  the  President,  M.  A.  Goldstein,  M.D. 

Announcements  by  the  Committee  of  Arrangements. 
-  Roll  call. 

Reports  of  Officers  and  Committees. 

Papers. 

1.  Hemophilia  in  Relation  to  the  Surgery  of  the  Ear,  Nose 
and  Throat.     W.  Scheppegrell,  M.D.,  New  Orleans,  La. 

2.  Optic  Neuritis  Resulting  from  Intra-Nasal  Diseases. 
Derrick  T.  Vail,  M.D.,  Cincinnati,  Ohio. 
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3.  Paralysis  of  Accommodation  Following  Diphtheria. 
J.  H.  Johnson,  M.D.,  Kansas  City,  Mo. 

Thursday,  April  11,  Afternoon  Session,  2:30  P.M. 
Oto-Laryngologic  Section. 

1.  A  Means  of  Reducing  an  Overgrowth  of  the  Inter- 
Maxillary  Frenum,  Permitting  the  Retention  of  Two  Central 
Incisors  in  Close  Apposition.  H.W.  Loeb,  M.D.,  St.  Louis,  Mo. 

2.  Adenoids;  Complications  and  Sequelae.  H.  Stow  Gar- 
lick,  M.D.,  Cincinnati,  Ohio. 

3.  Subject  to  be  announced.  Edwin  Pynchon,  M.D., 
Chicago,  111. 

4.  A  New  Technique  for  the  Reduction  of  Turbinal  Hyper- 
trophies.    M.  A.  Goldstein,  M.D.,  St.  Louis,  Mo. 

5.  Treatment  of  Some  Purulent  Conditions  of  the  Antrum 
of  Highmore  Through  the  Natural  Opening.  Norval  H. 
Pierce,  M.D.,  Chicago,  111. 

6.  Some  of  the  Bacteria  Found  in  the  Nose,  and  Their 
Relation  to  Disease.     Samuel  Iglaur,  M.D.,  Cincinnati,  Ohio. 

Ophthalmologic  Section. 

1.  Therapeutic  Value  of  Adrenalin.  Dudley  S.  Reynolds, 
M.D.,  Louisville,  Ky.  Discussion  opened  by  W.  L.  Day- 
ton, M.D.,  Lincoln,  Neb. 

2.  The  Value  of  Methyl  Blue  as  a  Local  Application.  M. 
F.  Ctfomes,  M.D.,  Kansas  City,  Mo. 

3.  Affections  of  the  Lacrymal  Apparatus.  Flavell  B.  Tif- 
fany, M.D.,  Kansas  City,  Mo. 

4.  Obstruction  of  the  Lacrymal  Duct  and  Its  Treatment. 
John  J.  Kyle,  M.D.,  Indianapolis,  Ind. 

5.  Can  the  Conjunctival  Sac  be  Rendered  Aseptic  with 
Safety  to  the  Eye?    B.  E.  Fryer,  M.D.,  Kansas  City,  Mo. 

6.  Drainage  of  the  Eye  as  a  Basis  of  Treatment.  Frances 
Dickinson,  M.D.,  Chicago,  111. 

7.  Dacryostenosis  with  Abscess.  J.  F.  Reynolds,  M.D., 
Mt.  Sterling,  Ky. 

Friday,  April  12,  Morning  Session,  10  A.M. 
Oto-Laryngologic  Section. 
1.  'Spongifying  of  the  Bony  Capsule — Especially  the  Dif- 
ferential Diagnosis  from  Total  Disease.     J.  Ilollinger,  M.D., 


86  Medical  Societies, 

Chicago,  111.    Discussion:   a.  C.  R.  Holmes,  M.D. ;   b.  O.J. 
Stein,  M.D. 

2.  Auscultation  of  the  Mastoid.  A.  H.  Andrews,  M.D., 
Chicago,  111.     Discussion:   Wm.  L.  Ballenger,  M.D. 

3.  The  Stapedius  is  a  Muscle  of  Accommodation.  Thos. 
F.  Rumbold,  M.D.,  St.  Louis,  Mo.  Discussion:  Noval  H. 
Pierce,  M.D. 

4.  A  Case  of  Otic  Cerebellar  Abscess,  Sinus  Thrombosis, 
and  Commencing  Cervical  Abscess;  Recovery.  C.  Barck, 
M.D.,  St.  Louis,  Mo. 

5.  Some  Points  in  Operating  for  Mastoiditis.  Geo.  F. 
Keiper,  M.D.,  Lafayette,  Ind. 

Ophthalmologic  Section. 

1.  The  Relation  of  Chalazia,  Internal  Styes,  and  Tarso- 
adenitis.     N.  F.  Weyman,  M.D.,  St.  Joseph,  Mo. 

2.  Hysterical  Disorders  of  the  Eye.  F.  A.  Phillips,  M.D., 
Chicago,  111. 

3.  Blennorrhea  Neonatorum.  Adolf  Alt,  M.D.,  St. 
Louis,  Mo. 

4.  A  Contribution  to  Our  Knowledge  of  Cortical  Blind- 
ness.    C.  Barck,  M.D.,  St.  Louis,  Mo. 

5.  Calcarious  Infiltration  of  the  Cornea.  Oscar  Dodd, 
M.D.,  Chicago,  111.    Discussion  opened  by  S.  C.  Ayres,  M.D. 

6.  Wounds  of  the  Ciliary  Body  and  Their  Treatment.  J. 
S.  Mott,  M.D.,  Kansas  City,  Mo. 

Friday,  April  12,  Afternoon  Session  (  General),  2 : 30  P.M. 

Joint  Session. 

1.  Report  of  a  Case  of  Vicarious  Menstruation  of  the 
Retina.     J.  G.  Huizinga,  M.D.,  Chicago,  111. 

2.  Atrophic  Laryngitis.  B.  Tauber,  M.D.,  Cincinnati, 
Ohio. 

3.  The  Cause  and  Treatment  of  Laryngeal  (Edema.  Hal 
Foster,  M.D.,  Kansas  City,  Mo. 

Executive  Session. 
Report  of  Committee  on  Membership. 
Election  of  New  Members. 
Report  of  Nominating  Committee. 
Election  of  Officers,  1901-1902. 
Adjournment. 
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Anatomo-Pathologic  Museum. 

The  museum  will  be  in  charge  of  Dr.  John  W.  Murphy, 
The  Grot  on,  Cincinnati. 

Members  are  requested  to  send  or  bring  interesting  ana- 
tomical, histological  and  pathological  specimens,  with  a  writ- 
ten (preferably  typewritten)  description  of  the  same.  A 
microscope  will  be  provided  for  the  examination  of  slides. 
New  instruments  may  also  be  exhibited.  A  catalogue  of  the 
exhibit  will  be  printed  in  the  report  of  the  annual  proceedings 
so  that  the  written  description  of  specimens  will  be  perma- 
nently preserved  for  future  reference.  Members  are  urgently 
requested  to  either  send  or  bring  specimens  for  this  exhibit 
and  are  assured  that  every  effort  will  be  made  to  preserve 
them  from  damage.  Interesting  drawings  and  photographs 
may  also  be  exhibited. 

Dr.  C.  R.  Holmes  and  Dr.  J.  W.  Murphy  will  exhibit  sec- 
tions of  the  head. 
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Thursday,  January  31,  1901. 

G.  Anderson  Critchett,  M.A.,  M.R.C.F.E.,  President, 
in  the  Chair. 

Paresis  of  Divergence. 
Dr.  G.  A.  Berry  read  a  paper  on  so-called  paresis  of 
divergence.  He  cited  cases  and  showed  diagrams  in  support 
of  his  theory  that  the  cause  was  really  overaction  of  conver- 
gence rather  than  paresis  of  divergence.  In  cases  when  there 
was  doubt  whether  strabismus  fixus  was  present  or  not,  the 
diagnosis  was  much  facilitated  by  taking  hold  of  the  eye  with 
a  pair  of  fixation  forceps  and  forcibly  rotating  the  globe  out- 
wards. If  this  could  be  done  it  was  clearly  not  a  case  of  stra- 
bismus fixus,  while  if  it  were  impossible,  then  it  proved  that 
it  was  a  true  case.  He  also  read  notes  on  sonic  rare  forms  of 
non-paretic,  non-concomitant  squint  in  which,  through  faulty 
innervation,  muscles  not  usually  associated  i^orked  together, 

♦British  Medical  Journal. 
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such  as  the  internal  rectus  of  one  eye  with  the  superior  rectus 
of  the  other. 

Eclipse  Blindness. 

Dr.  Bayner  D.  Batten  reported  a  case  of  eclipse  blind- 
ness with  thrombosis  of  a  retinal  artery  and  haemorrhage  into 
the  vitreous. 

The  patient  was  a  woman,  aged  28,  Avho  watched  the 
eclipse  of  the  sun  on  May  28,  1900,  without  any  protection 
than  that  offered  by  screwing  up  the  eyes  and  looking  between 
her  fingers  held  close  together.  Immediately  afterward-  she 
noticed  that  things  looked  black,  and  the  next  morning  she 
found  she  could  only  see  "portions  of  things."  She  was  first 
seen  on  June  6th,  and  was  found  to  have  lost  the  lower  half 
of  the  field  of  vision  in  the  left  eye.  The  vision  was  6/18. 
Above  the  optic  disc  a  white  patch  was  seen,  possibly  an  ab- 
sorbing haemorrhage,  while  the  hazy  and  (edematous  retina 
obscured  the  view  of  the  disc  and  retinal  vessels.  The  (edema 
increased  until  June  20th  and  then  rapidly  cleared,  ultimately 
leaving  a  patch  of  choroido-retinitis  above  the  disc.  One  of 
the  upper  retinal  arteries  was  occluded  and  the  others  were  re- 
duced in  size.  The  vitreous  opacities  cleared  and  the  macula  was 
unaffected.  The  vision  improved  to  6/r2  in  the  injured  eye. 
In  the  right  it  was  6/6.  The  patient  was  in  good  health,  and 
no  other  cause  could  be  found  for  the  injury  except  exposure 
to  direct  sunlight. 

Mr.  J.  B.  Lawford  had  observed  three  cases  of  eclipse 
blindness,  but  there  were  no  ophthalmoscopic  changes.  In 
all,  however,  the  scotoma  had  persisted  with  some  deteriora- 
tion of  vision. 

Mr.  Treacher  Collins  related  two  cases.  In  one  the 
discs  became  very  pale,  and  there  was  a  central  scotoma.  In 
the  other  the  vision  improved,  but  the  fields  were  greatly  con- 
tracted for  white,  and  those  for  colors  were  very  much  smaller. 

Mr.  Jessup  had  published  three  cases.  In  all  the  vision 
improved,  though  there  was  a  slight  permanent  scotoma. 

Mr.  Bokenham  gave  details  of  two  cases,  in  one  of  which 
there  were  retinal  haemorrhages.  The  vision  improved  from 
6/6o  to  6/12,  but  there  was  a  marked  central  scotoma. 

Dr.  Berry  thought  the  scotomata  were  usually  permanent. 
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The  general  public  was  not  sufficiently  aware  that  blue  glasses 
were  worse  than  useless  when  looking  at  the  sun  and  at  bright 
lights.  It  was  the  blue  and  violet  rays  which  did  all  the  damage. 

Mr.  Johnson  Taylor,  considering  the  marked  way  in 
which  Mr.  Batten's  case  differed  from  eclipse  blindness,  asked 
if  there  was  at  any  time  keratitis  punctata,  as  he  thought  the 
whole  condition  might  be  due  to  irido-cyclitis. 

Dr.  Batten,  in  reply,  stated  that  no  keratitis  had  been 
seen,  and  he  could  find  no  cause  for  this  condition  other  than 
that  given. 

A  Case  of  Bullet  Injury  of  the  Occipital  Lobes,  with 
Loss  of  the  Lower  Half  of  Each  Visual  Field. 

The  President  read  this  paper.  The  patient,  a  captain  in 
the  British  army,  was  struck  by  a  bullet  (probably  Lee-Met- 
ford)  while  turning  to  address  his  men  on  the  left.  The  pain 
was  likened  to  that  caused  by  a  blow  from  a  racquet  ball.  He 
lost  his  sight  at  once,  but  did  not  become  unconscious  for  half 
an  hour.  He  remained  comatose  for  eight  days,  and  on  re- 
covering .  consciousness  was  still  blind,  but  a  week  later  was 
able  to  distinguish  the  flash  of  a  lighted  match.  He  was 
trephined  on  the  day  following  the  injury,  he  believed,  at  both 
the  point  of  entry  and  exit  of  the  bullet.  The  trephine  aper- 
ture at  the  site  of  entry,  marked  by  a  distinct  depression,  was 
situated  two  and  a  quarter  inches  above  Reid's  base  line  on  the 
right  side  in  a  vertical  line  above  the  posterior  border  of  the 
mastoid  process,  and  one  and  one-half  inch  below  and  slightly 
behind  the  parietal  eminence,  four  inches  from  the  external 
occipital  protuberance.  The  aperture  of  exit  was  half  an  inch 
to  the  left  of  the  middle  line,  two  inches  above  the  protuber- 
ance, and  one  inch  below  the  lambda.  When  examined,  the 
pupils  were  active  directly  and  consensually,  the  fundi  were 
normal,  and  the  vision  in  each  eye  was  6/6  and  Jaeger  I.  The 
patient  had  been  prevented  entering  the  navy  by  color-blind- 
ness. The  lower  half  of  each  visual  field  was  lost  almost  com- 
pletely, the  line  of  limitation  being  irregular. 

This  feature  was  the  chief  point  of  interest,  as  it  afforded 
evidence  of  interference  with  the  cortical  visual  centers.  The 
bullet  must  have  traversed  the  skull  horizontally  from  before 
backwards  and  from    right  to  left,  and  brain  substance  had 
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been  recognized  at  the  time  of  injury.  The  course  of  the 
bullet  must  have  been  through  the  anterior  part  of  the  right 
middle  occipital  convolution,  injuring  also  the  right  and  left 
cuneus.  The  sudden  impact  probably  caused  temporary  paraly- 
sis of  the  visual  centers  from  concussion.  That  there  was  a 
considerable  extravasation  of  blood  was  proved  by  the  rapid 
onset  of  unconsciousness,  and  this  or  the  actual  injury  caused 
by  the  bullet  might  account  for  the  persistent  failure  of  the 
lower  half  of  the  visual  fields,  though  on  the  latter  supposition 
it  was  difficult  to  explain  the  exact  symmetry  of  the  visual  loss. 
In  a  recent  number  of  the  Lancet  Mr.  Page  had  published  a 
case  of  injury  to  the  right  occipital  region  attended  with 
homonymous  hemianopsia  on  the  left  side,  complete  at  first 
but  subsequently  recovering.  No  optic  neuritis  could  be  de- 
tected in  either  of  these  cases. 

Mr.  Fisher  gave  details  of  two  cases  of  similar  character 
to  that  cited,  the  lower  half  of  the  fields  being  lost — altitudinal 
hemianopsia.  *  N 

Card  Specimens. 

The  following  were  shown :  Mr.  ^Y.  II.  Jessop  :  Case  of  Tu- 
berculosis of  the  Conjunctiva. — Dr.  W.  A.  Stirling:  Primary 
Sarcoma  of  This  Orbit. — Mr.  W.  Lang :  New  Growth  on  Ocu- 
lar Conjunctiva,  Probably  a  Papilloma. — Mr.  J.  B.  Lawf ord  : 
Concussion  Injury  of  the  Eyeball,  with  a  "Hole"  at  the 
Macula. — Mr.  W.  T.  Lister:  Spreading  Opacity  of  the  Cor- 
nea Following  Herpes  Ophthalmicus. — Mr.  W.  H.  Jessop: 
Case  of  Probable  Distension  of  the  Frontal  Sinus  in  a  girl, 
aged  10  years.  Other  cases  in  children  were  mentioned  by 
Messrs.  Poulett  Wells,  Tatham  Thompson,  Berry,  and  Little. 
— Mr.  W.  C.  Kockliffe:  Sections  of  a  Conjunctival  Growth; 
The  nature  of  this  being  doubtful,  it  was  proposed  to  refer  it 
to  a  committee. 
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CERVICAL  SYMPATHECTOMY  IN  THE  TREATMENT  OF 
CHRONIC  GLAUCOMA. 

Angellucci  (Rif.  Med.,  September  15,  1900)  records  two 
cases  of  chronic  glaucoma  where  iridectomy  could  not  be  done, 
and  where  excision  of  the  left  cervical  sympathetic  was  prac- 
ticed as  an  alternative.  In  each  case  good  results  followed. 
The  vision,  which  was  6/60  before  operation,  became  6/12  after- 
wards ;  the  vitreous  cleared  and  the  tension  was  reduced  from 
+  1  to  normal.  In  the  second  case  vision  improved  from  6/24 
to  6/6.  In  the  first  case  after  operation  sensation  of  heat  at 
the  top  of  the  head  and  vertiginous  attacks  became  trouble- 
some at  times.  In  the  second  some  difficulty  was  experienced 
in  raising  the  corresponding  arm,  and  certain  effects  of  vascu- 
lar dilatation,  which  had  been  troublesome  before  the  opera- 
tion, became  worse  afterward ;  also  a  fairly  marked  degree  of 
hemeralopia  set  in.  The  local  eye  conditions  were,  however, 
considerably  improved.  Sympathectomy,  the  author  thinks, 
is  not  suitable  for  acute  and  subacute  cases,  but  may  be  tried 
in  chronic  cases  where  for  some  reason  the  more  ordinary 
treatment  fails  or  is  inapplicable. 

AN  OPERATION  FOR  THE  RELIEF  OF  STOPPAGE  OF  THE  TEAR 
PASSAGE,  ABSCESS  OF  THE  SAC,  ETC. 

Erasmus  A.  Pond  (N~ew  York  Medical  Record,  February 
2,  1901)  describes  a  method  for  the  free  drainage  of  the 
lacrymal  sac,  relieving  epiphora  and  obviating  any  dangerous 
abscess,  in  one  operation.  A  long  silver  probe,  with  one  end 
blunt  and  the  other  with  an  eyelet  large  enough  to  carry  a 
coarse  silk  string,  is  threaded  and  passed  through  the  canal 
into  the  nose  when  the  end  is  seized  with  a  pair  of  forceps' 
and  drawn  out  through  the  nostrils.  The  probe  is  then  re- 
moved and  the  string  left  in  position  with  the  ends  tied  to- 
gether. The  string  is  worn  about  one  week,  being  drawn 
through  the  nose  two  or  three  times  daily.     In  tying    be 
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makes  quite  a  knot  which,  when  pulled  through  the  canal, 
enlarges  the  opening.  The  canaliculus  may  be  slit  or  not  as 
deemed  advisable.  Most  of  the  operations  have  been  done 
under  cocaine,  but  in  some  he  has  used  ether.  There  is  no 
pain  after  the  first  operation.  In  abscess  of  the  sac  the  string 
gives  good  drainage.  The  author  has  made  use  of  this  method 
for  four  years  with  good  results. 

Three  cases  are  reported  which  were  severe  and  of  long 
duration,  but  were  promptly  and  permanently  relieved. 

THE  EFFECT  OF  CONVERGING  PRISMS   ON   OUR  NOTIONS   OF 
SIZE  AND  DISTANCE:  AN  EXPERIMENTAL  STUDY. 

Alexander  Duane  (JVew  York  Ophthalmic  Hecord,  Decem- 
ber, 1900),  after  giving  28  cases  by  way  of  illustration,  draws 
the  following  conclusions : 

From  these  experiments  the  following  deductions  may  be 
made: 

1.  In  the  great  majority  of  cases  (23  out  of  28)  the  effect 
of  a  converging  prism  was  to  make  a  distant  object  appear 
either  smaller  or  more  remote.  In  17  of  these  it  was  both 
smaller  and  more  remote;  in  .two  (Cases  2  and  11)  it  appeared 
smaller,  but  not  more  remote;  in  four  (Nos.  4,  5,  14  and  19) 
it  appeared  more  remote,  but  not  smaller.  Of  these  four 
last-named  cases,  however,  it  must  be  noted  that  two  were 
only  examined  when  under  homatropin. 

2.  Both  the  apparent  recession  and  the  apparent  diminu- 
tion increased  pari  passu  with  the  amount  of  convergence  em- 
ployed. 

3.  In  some  cases  (Nos.  6,  12  and  15)  the  apparent  reces- 
sion of  the  distant  object  seemed  to  be  the  primary  effect  pro- 
duced by  converging  prisms,  since  this  recession  was  notice- 
able even  with  a  prism  that  was  too  weak  to  cause  any  dimi- 
nution in  the  apparent  size  of  the  object  and  since  also  with 
all  prisms  it  was  more  marked  than  the  diminution.  In  other 
cases  the  diminution  in  size  seemed  to  be  the  primary  effect. 

4.  In  but  a  single  instance  (and  that  a  very  uncertain  one) 
was  the  distant  object  alleged  to  look  nearer. 

5.  In  no  instance  was  it  alleged  to  look  larger.  An  appar- 
ent exception  to  this  was  found  in  several  cases  in  which  a 
near  object  that  looked  very  small  through  the  prism  looked 
so  much  larger,  comparatively  speaking,  when  it  was  carried 
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further  away,  and  that  it  was  thought  to  be  actually  larger 
than  natural.  But  when  the  prism  was  taken  off  it  was  seen 
at  once  that  the  distant  object  had  not  really  looked  larger 
with  the  prism  than  it  did  without  it;  on  the  contrary,  in  most 
cases  it  looked  smaller. 

6.  In  the  few  cases  (Nos.  13,  20,  27,  28)  in  which  no 
effect  was  produced  upon  the  apparent  size  or  distance  of  an 
object  across  the  room  the  amount  of  convergence  employed 
was  usually  small,  and  the  analogy  of  other  cases  would  lead 
us  to  suppose  that  with  stronger  prisms  a  decided  effect  would 
be  produced  both  upon  the  size  and  distance. 

7.  The  effect  upon  the  apparent  size  and  distance  of  ob- 
jects seen  through  converging  prisms  was  less  pronounced  in 
those  who  from  the  start  used  but  little  accommodation  in 
converging.  On  the  other  hand,  it  seemed  particularly  marked 
in  those  whose  sight,  at  first  blurred  by  the  excessive  accom- 
modation employed,  cleared  up  afterward  through  relaxation 
of  the  accommodation.  Objects,  as  soon  as  they  became  dis- 
tinct through  this  relaxation  of  the  accommodation,  appeared 
small  and  far  off. 

8.  The  addition  of  a  concave  glass,  clearing  up  the  sight 
that  was  blurred  by  the  overplus  of  accommodation  used,  had 
no  effect  upon  the  appearance  of  diminution  and  recession 
produced  by  prisms. 

9.  The  effect  of  homatropin  pushed  to  the  point  of  com- 
plex relaxation  of  the  accommodation  was  in  some  cases  (Nos. 
5,  10,  14,  25)  to  make  the  object  appear  further  off,  but  no 
smaller.  In  one  case  (No.  11)  it  prevented  both  the  reces- 
sion and  the  diminution  that  had  existed  before.  In  this  case, 
however,  the  findings  were  rather  uncertain.  In  cases  16  and 
18  the  diminution  in  size  and  the  recession  were  marked  both 
with  homatropin  and  without. 

10.  In  14  cases  out  of  16  examined  the  effect  of  looking 
through  converging  prisms  at  an  object  near  by  (18  to  30 
inches)  was  to  make  it  appear  s mailer.  This  diminution  in  size 
was  generally  very  marked,  even  with  weak  prisms — much 
more  marked,  indeed,  than  for  distance.  In  one  case  (  No.  6) 
a  near  object  looked  remote,  but  apparently  no  smaller,  and 
in  one  (No.  11)  it  would  seem  there  was  no  change  either  in 
Size  or-  distance. 


94  W.  A.  Shoemaker. 

11.  Near  objects  generally  looked  more  remote,  although 
sometimes  they  looked  nearer  than  they  really  were.  With 
strong  prisms  the  recession  may  be  very  pronounced. 

12.  In  all  out  of  six  cases  examined  under  homatropin,  a 
near  object  looked  either  further  off  or  smaller  or  both  fur- 
ther and  smaller.     The  effect  was  usually  a  decided  one. 

The  explanation  of  these  phenomena  is  still  somewhat  dif- 
ficult, although  the  experiments  as  above  described  strongly 
indicate  that  the  accommodation,  or  rather,  as  I  originally 
stated,  relaxation  of  an  unnaturally  tense  accommodation,  is 
the  prominent  factor  in  their  production.  I  am  inclined  to 
think  that  it  is  the  disturbance  of  the  normal  relations  between 
accommodation  and  convergence,  brought  about  by  the  use  of 
converging  prisms,  that  is  chiefly  responsible  for  the  diminu- 
tion in  size  that  most  people  observe  in  an  object  seen  through 
a  prism  of  this  sort.  The  recession  that  is  also  generally  no- 
ticed seems  partly  due  to  the  same  cause,  but  is  considerably 
influenced  by  the  effects  of  contrast  and  perspective.  The 
psychical  element,  too,  must  not  be  ignored.  Many  people 
tell  us  what  they  think  they  ought  to  see  rather  than  what 
they  really  do  see,  and  even  those  who  try  to  give  an  accurate 
description  sometimes  pervert  their  actual  impressions,  since 
they  correct  by  mental  effort  what  they  know  to  be  an  illusion. 

THE  VALUE  OF  ENUCLEATION. 

The  relative  value  of  enucleation,  as  compared  with  the 
various  operations  by  which  it  can  be  replaced,  was  thor- 
oughly discussed  at  the  International  Medical  Congress  which 
met  at  Paris.  Prof.  Pfliiger,  of  Berne,  thinks  enucleation  has 
the  advantage  of  being  a  simple  operation,  capable  of  rapid 
execution,  but  it  has  the  disadvantage  of  leaving  a  small 
stump,  which  allows  of  but  little  movement  in  an  artificial 
eye.  Dr.  Mules  eviscerates  the  contents  of  the  globe  and  in- 
serts an  aseptic  glass  or  metallic  ball,  uniting  the  edges  of  the 
sclerotic,  and  rendering  the  wound  subcutaneous  by  drawing 
the  conjunctiva  over  it.  Mr.  W.  A.  Frost  and  Mr.  W.  Lang 
propose  to  enclose  the  glass  ball  in  the  capsule  of  Tenon,  whilst 
Dr.  Schmidt  recommends  attaching  the  recti  muscles  to  the 
conjunctiva.  Dr.  H.  R.  Swanzy,  of  Dublin,  practices  Mules's 
operation  in  all  cases  of  enucleation,  excepting  those  of  ma- 
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lignant  tumor,  or  cases  where  sympathetic  trouble  is  to  be 
feared.  M.  de  LaPersonne  prefers  the  actual  cautery,  as 
recommended  by  M.  Panas,  in  which  a  large  thermo-cautery 
at  a  white  heat  is  applied  to  the  interior  of  the  globe.  The 
debris  of  the  membranes  are  removed,  and  the  wound  is  cleansed 
with  cyanide  or  bichloride  of  mercury  solution.  No  bleeding 
occurs.     No  sutures  are  needed,  and  pain  is  abolished. 

Lethal  meningitis  has  been  observed  in  cases  of  enuclea- 
tion of  the  eye  affected  with  acute  inflammation  and  suppura- 
tion, but  it  has  also  been  seen  in  similar  cases  when  no 
operation  was  performed.  None  of  these  proceedings  is  a 
complete  safeguard  against  the  occurrence  of  sympathetic 
ophthalmia,  nor  does  neurectomy  constitute  a  complete  and 
permanent  protection  against  it. 

CYSTICERCUS  IN  THE  EYE. 

Gallemaerts  (La  Poly clinique,  January  15,  1901)  states 
that  in  certain  cases  it  could  be  determined  how  long  the  cys- 
ticercus  remained  living  in  the  eye ;  the  longest  period  was 
•seven  years.  The  diagnosis  is  difficult  in  the  beginning.  The 
presence  of  the  cysticercus  is  positively  demonstrated  only  by 
the  presence  of  movements.  De  Yincentiis  has  proposed  to 
excite  these  movements,  so  as  to  render  them  more  apparent, 
by  applying  a  faradic  current  to  the  temple.  As  soon  as  the 
diagnosis  is  made,  its  extraction  must  be  proposed,  this  being 
the  only  way  to  preserve  the  eye  and  vision.  If  the  opera- 
tion be  performed  early,  the  vision  will  be  in  great  part 
preserved.  As  a  prophylactic  measure,  meats  should  be  more 
carefully  inspected. 

LACRYMAL  OBSTRUCTION. 

In  the  discussion  of  a  paper  read  at  the  Ipswich  Meeting 
of  the  British  Medical  Association,  it  appeared  that  there  was 
not  any  very  general  consensus  of  opinion  in  regard  to  the 
treatment  to  be  adopted  in  lacrymal  obstruction,  even  in  the 
simple  forms  of  the  disease,  and,  consequently,  much  less  so 
in  the  severe  forms — some  using  small  and  others  large 
probes;  some  slitting  tin-  canaliculus,  and  inserting  Straight 
silver  or  gold  styles.  Others  moulding  flexible  lead  ones  to 
the    form    of   the   duct,  and   copying  the  form  in  gold.      One 
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speaker  used  a  rose-headed  drill  or  burr,  worked  by  the  ordi- 
nary dental  engine;  another  was  content  with  syringing  at 
first,  and  slitting  the  canaliculus  if  this  plan  did  not  relieve, 
or  even  laying  open  the  sac,  and  either  removing  it  or  apply- 
ing the  actual  cautery. 

Mr.  George  Berry  said  that,  as  a  rule,  there  was  a  tendency 
to  do  too  much ;  a  conclusion  that  most  of  us  who  have  seen 
many  cases  will  be  inclined  to  agree  with.  Mr.  Donald  Gunn 
spoke  of  the  frequency  of  lacrymal  obstruction  in  in- 
fants, and  believes  it  to  be  associated  with  congenital  ob- 
struction at  the  lower  end  of  the  nasal  duct. 

KEMOVAL  OF  FOREIGN  BODIES  FROM  THE  EYEBALL  — 
REPORT  OF  EIGHTEEN  CASES. 

Chas.  Lukens  {Annals  of  Ophthalmology,  July,  1900) 
reports  eighteen  cases  in  detail,  and  draws  the  following  con- 
clusions : 

1.  The  lens  is  the  most  tolerant  tissue  to  a  foreign   body. 

2.  The  phagocytic  power  in  healthy  eyes  is  very  strong. 

3.  All  foreign  bodies  should  be  removed  as  quickly  as 
possible,  especially  if  they  are  near  any  of  the  fixed  tissues  of 
the  eye,  as  they  are  apt  to  become  encysted  and  apparently 
innocuous  for  irregular  periods  of  time,  and  thus  missed  and 
allowed  to  remain  until  they  at  some  future  time,  by  reason 
of  traumatism  or  atrophying  processes,  are  again  set  loose 
and  excite  most  disastrous  influences  upon  the  organ  itself,  or 
even  upon  its  fellow. 

4.  The  wound  of  entry  should  be  utilized  wherever  possible. 

5.  Skiagraphs  are  often  indispensible. 

6.  After  skiagraphic  study,  should  the  mass  prove  to  be 
steel  or  iron,  the  magnet  can  be  safely  employed,  followed  in 
some  cases  by  the  use  of  forceps. 

7.  The  attempt  should  always  be  made  with  forceps  in 
cases  of  particles  of  other  metals. 

8.  Copper  or  stone  particles  are  the  most  serious. 

9.  Wounds  posterior  to  the  ciliary  region,  even  if  much 
larger,  are  less  serious  than  wounds  anterior  to  it. 
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BLENNORRHEA  NEONATORUM.* 
By  ADOLF  ALT,  M.D. 

HAT  an  enormous  amount  of  good  has  been  accom- 
plished by  the  method  of  prophylaxis  against  the  dis- 
ease called  blennorrhea  neonatorum,  which  was  introduced  by 
Crede  in  1881,  you  all  know  and  need  not  be  reminded  of. 
He  is,  in  my  opinion,  one  of  the  great  benefactors  of  mankind. 
It  is  a  great  pity  that  here,  out  in  the  West,  his  method  is 
certainly  not  practiced,  nor,  for  that  matter,  any  method  of 
prophylaxis,  as  frequently  and  as  thoroughly  as  it  should  be. 
Still,  its  influence  is  felt  in  the  fact  that  cases  of  blennorrhea 
neonatorum  have  of  late  grown  decidedly  less  frequent.  Yet 
not  all  that  can  be  done  in  this  direction  is  being  done.  A 
mi  in  her  of  the  States  of  our  Union  have  enacted  laws — and 
some  quite  stringent  ones — concerning  blennorrhea  neona- 
torum, with  the  hope  of  thereby  exerting  a  beneficial  influence. 
But  thus  far  they  seem  to  have  accomplished  but  little,  and 
they  are  probably  as  inert  as  many  another  good  law,  because 
nobody  carries  it  out.  It  is  no!  likely,  in  inv  opinion,  that 
such  laws  will  avail  much  in  connection  with  the  disease  under 
consideration  until  both  physician  and  public  are  educated  up 

*Kc;kI  ;it.  the  meeting  of  tli<-  Western  Ophthalmologic  and  Oto-Laryn- 
gologie  Association,  held  In  Cincinnati,  Ohio,  April  11-12,  1901. 
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to  them,  until  they  know  the  causes  of  the  disease,  the  possi- 
bility and  almost  certainty  of  its  prevention  by  the  proper 
methods  of  prophylaxis,  and,  finally,  how  to  deal  with  the 
cases  when  these  measures  have  been  neglectfully  omitted,  and 
I  may  add  to  this,  until  both  physician  and  public  are  thor- 
oughly imbued  with  the  fact  that  an  eye  lost  by  blennorrhea 
neonatorum  is  a  damning  reflection  on  one  or  both  of  them. 

In  the  following  ■  I  do  not  intend  to  carry  coals  to  New- 
castle and  to  deliver  before  this  assembly  a  lecture  on  blen- 
norrhea of  the  newly  born.  I  only  want  to  draw  your  atten- 
tion to  some  of  the  facts  concerning  this  disease,  which  have 
been  elucidated  in  the  last  quarter  of  the  past  century,  and 
which,  it  seems  to  me,  are  of  very  great  practical  value. 

It  is  not  new  to  you  that  the  term  "  blennorrhea  neona- 
torum," like  many  names  in  our  medical  terminology,  includes 
more  than  one  form  of  disease;  in  fact  is  applied  without  any 
distinction  to  certain  diseases  of  the  conjunctiva  appearing  in 
the  newly  born  and  which,  as  we  at  present  understand  it,  may 
be  due  to  widely  different  causes.  The  name  simply  applies 
to  a  symptom — the  running  of  a  purulent  discharge — which, 
though  a  very  prominent  and  characteristic  feature  in  these 
affections,  gives  no  clue  whatever  as  to  the  real  origin  in  the 
individual  case.  Twenty-five  years  ago  no  doubt  entered  the 
mind  of  most  oculists  with  regard  to  the  origin  of  this  affec- 
tion. Gonorrhea,  and  gonorrhea  alone,  of  one  or  both  par- 
ents, was  considered  to  be  infallibly  its  cause. 

We  now  know  better,  and  we  may  spell  feel  ashamed  at 
many  a  mental  wrong  we  did  in  our  ignorance. 

This  improved  knowledge  is  due  to  systematic  bacteriological 
examinations.  Such  have  been  made  in  cases  of  blennorrhea 
neonatorum  and  reported  by  a  number  of  observers,  like  Haab, 
Kroner,  Axenfeld,  Schmidt^Rimpler,  and  others. 

At  the  meeting  of  this  Association,  held  at  St.  Louis,  in 
1897,  Dr.  F.  T.  Reyling  reported  a  series  of  bacteriological 
examinations  made  by  him  in  fourteen  cases  of  blennorrhea 
neonatorum.  He  found  the  gonococcus  of  Neisser  in  only 
nine  of  these  cases ;  in  four  it  was  absent.  For  years  I  have 
made  bacteriological  examinations  of  the  pus  in  every  case  of 
blenorrhea  neonatorum  which  I  saw  in  my  private  practice.  I 
have  records  of  seventeen  cases.  In  nine  of  these  I  found  the 
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gonococcus  of  Neisser,  in  four  cases  the  diplococcus  lanceola- 
tus  of  Fraenkel,  in  one  case  a  short  bacillus  which  was  prob- 
ably the  bacterium  coli,  in  the  remaining  three  cases  only 
some  staphylococcus. 

Most  recently  (in  Graefe's  Archives,  Vol.  LIL,  Part  I.) 
Groenouw,  of  Breslau,  reports  a  series  of  one  hundred  cases 
of  blennorrhoea  neonatorum  which  he  examined  bacteriologi- 
cally,  having  previously  in  another  paper  reported  forty  of 
the  cases.  This  is  probably  the  largest  number  any  one  man 
has  had  occasion  to  so  examine.  He  found  the  gonococcus  of 
Neisser  in  forty-one  cases  only ;  in  five  cases  the  diplococcus 
lanceolatus  of  Fraenkel ;  the  streptococcus  pyogenes  in  two 
cases ;  the  staphylococcus  pyogenes  aureus  in  four  cases ;  the 
micrococcus  luteus  in  one  case,  and  the  bacterium  coli  in  seven 
cases.  In  about  one-third  of  Groenouw 's  cases  no  specially 
typical  pyogenic  bacteria  were  found. 

By  adding  Keyring's  and  my  small  series  to  Groenouw' s,  we 
find  that  in  only  sixty-one  cases  out  of  one  hundred  and 
thirty-one  of  blennorrhoea  neonatorum,  the  gonococcus  of 
Neisser  was  found,  which  is  in  less  than  half  of  the  total 
number. 

In  all  of  these  cases  the  differential  diagnosis  had  been 
made  by  means  of  Gram's  method,  which,  as  you  know,  de- 
colorizes the  true  gonococcus. 

The  results  of  these  examinations  show  what  we  should 
never  forget — that  it  is  our  duty  to  always  examine  the  dis- 
charge from  the  conjunctival  sac,  not  only  in  blennorrhoea 
neonatorum,  but  in  all  conjunctival  and  corneal  affections,  at 
least  if  we  want  to  be  scientific  physicians  and  want  to  adapt 
our  therapeutic  measures  to  the  individual  case,  as  we  always 
should. 

From  these  considerations  we  can  no  longer  consider  it 
scientific  treatment  if  we — as  most  text-books  will  si  ill  have 
it — simply  apply  a  one  or  two  per  cent,  solution  of  nitrate  of 
silver  in  every  case  in  which  there  is  a  purulent  discharge  from 
1  lie  conjunctiva. 

We  now  know  that  the  severe  cases  of  blennorrhoea  neona- 
torum— those  that  cause  very  violent  symptoms,  endanger  the 
cornea  and  do  not  yield  very  rapidly  to  treal  menl — are  usually 
due  io  the  gonococcus  of  Neisser.     The  lighter  forms,  which 
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yield  more  readily  to  treatment,  are  usually  due  to  some  other 
microbe.  Although  there  are  exceptions  to  this,  as  a  general 
rule  I  think  it  holds  good. 

Let  us  see  now  in  what  way  these  considerations  will,  and 
necessarily  must,  influence  our  measures,  both  of  prophylaxis 
and  treatment. 

While  the  now  classical  prophylactic  application  of  a  drop 
of  a  two  per  cent,  solution  of  nitrate  of  silver  to  the  conjunc- 
tiva of  the  newly  born,  as  introduced  by  Crede,  has  done  an 
immense  amount  of  good,  is  it  always  necessary,  or  perhaps 
at  all  necessary,  to  use  so  strong  a  solution?  I  suppose  all  of 
you  have — I  certainly  have — seen  cases  in  which  a  few  days 
after  the  application  of  the  Crede  method  an  infant  had  a  de- 
cidedly purulent  discharge  from  the  conjunctival  sac.  There 
was  perhaps  little  oedema  of  the  lids  and  the  discharge  was 
not  very  profuse,  yet  the  picture  presented  was  that  of  a 
milder  type  of  blennorrhcea  neonatorum.  If  in  such  a  case 
no  bacteriological  examination  is  made  and  the  treatment 
with  nitrate  of  silver  kept  up,  a  blennorrhcea  due  only  to  the 
chemical  and  traumatic  influence  of  this  salt  will  simply  be  per- 
petuated. I  have  in  some  such  cases  found  no  pyogenic 
microbes  at  all,  and  especially  no  gonococcus,  and  they  got 
well  rapidly  on  discontinuing  the  nitrate  of  silver  treatment 
and  substituting  for  it  a  mild  antiseptic  eye-wash,  besides  cold 
applications. 

I  have  no  doubt  that  such  cases  have  been  observed  where- 
ever  Crede' s  method  is  regularly  applied.  They  are  not  very 
frequent  and  no  particular  harm  is  produced,  yet  they  seem 
to  speak  against  the  promiscuous  use  of  the  classical  two  per 
cent,  solution  of  nitrate  of  silver — not,  as  I  want  to  be  dis- 
tinctly understood,  against  the  method  of  prophylaxis.  The 
question  only  remains,  whether  we  must  insist  on  the  applica- 
tion of  so  strong  a  solution. 

In  a  paper  published  by  Dr.  Lucien  Howe  in  the  March 
(1898)  number  of  the  American  Journal  of  Ophthalmology, 
in  which  he  advocates  the  enforcement  by  law  of  Crede' s 
method  in  public  institutions,  this  author  says:  "It  is  true 
that  a.  remedy  better  than  silver  nitrate  may  be  discovered  at 
any  time,  but  if  this  happened  the  law  could  easily  be 
changed."     This    evidently   shows   a  certain   degree   of   dis- 
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satisfaction  with  the  routine  application  of  Crede's  method, 
although  among  24,000  cases  of  the  application  of  this  method, 
collected  by  him,  disagreeable  results  seem  to  have  followed 
in  only  four  doubtful  ones. 

If  I  understand  the  theory  of  the  action  of  a  one  or  two 
per  cent,  solution  of  nitrate  of  silver  in  the  treatment  of  gono- 
coccic  conjunctivitis  right,  it  destroys  by  its  caustic  action  the 
older  and  superficial  epithelial  cells  and  thus  brings  the 
younger  cells  in  which  the  gonococcus  is  usually  lodged  to 
the  surface  and  thereby  more  directly  under  its  bactericidal 
influence.  At  least  we  were  so  taught  in  former  years,  and 
hence  the  rule  to  apply  this  remedy  but  once  in  twenty-four 
hours;  that  is,  when  the  eschar  it  had  caused  should  have 
been  cast  off.  If  this  is  true,  why  should  not  solutions  of 
remedies,  which  will  not  coagulate  the  albumen  of  the  super- 
ficial layers  of  the  epithelium,  and  which  therefore  can  pene- 
trate at  once  into  the  deeper  layers  and  directly  reach  the 
gonococcus,  prove  of  more  immediate  and,  therefore,  of 
greater  value? 

In  an  article  on  gonorrheal  affections  of  the  eye  (Berlin 
Klin.  Wochenschr.,  February  11th,  1901)  Greeff  mentions 
that  in  1887  already  Behring  stated  that  in  three  cases  of  re- 
cent gonorrhoea  he  had  succeeded  in  destroying  the  gonococ- 
cus by  only  three  injections  of  a  solution  of  nitrate  of  silver 
of  only  1  in  7500  (about  1  grain  to  16  ounces).  Bacterio- 
logists tell  us  that  nitrate  of  silver  in  the  proportion  of  1  to 
4000  kills  the  gonococcus.  Greeff  further  states  that  a  one- 
fourth  per  cent,  solution  of  nitrate  of  silver  is  probably  suffi- 
cient for  all  prophylactic  purposes.  He  also  argues  that  the 
stronger  solutions  cause  a  superficial  coagulation,  which  is  .in 
obstacle  to  the  deeper  penetration  of  the  germicide. 

Yet,  when  applied  right  after  birth  as  a  prophylactic  incis- 
ure, there  is  probably  never  any  need  of  a  deeper  penetration, 
since  the  gonococcus  has  as  yet  hardly  had  time  to  pierce  the 
superficial  layers. 

The  old  and  almost  generally  accepted  method,  as  you 
know ,  was  to  treat  any  and  every  case  of  blennorrhea  neona- 
torum, regardless  of  its  real  origin,  with  the  daily  application 
of  a  from  two  to  five  per  centt.  solution  of  nitrate  of  silver. 
I  may  state  that  I  have  never  used  it  any  stronger  than  in  a 
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one  per  cent,  solution,  because  I  have  always  had  a  suspicion 
that  the  stronger  solutions  helped  in  the  production  of  corneal 
ulcers. 

To  be  sure,  we  know  now  that  the  gonococcus  can,  when 
it  is  undisturbed,  and  the  discharge  is  allowed  to  remain 
stagnant  in  the  conjunctival  sac,  by  its  own  action  gain  an 
entrance  into  the  superficial  epithelial  cells  and  thus  cause  an 
ulceration.  Yet  how  much  easier  is  this  when  a  superficial 
wound,  so  to  speak,  throws  the  doors  wide  open  for  its  en- 
trance? This  maybe  brought  about  by  the  macerating  ac- 
tion of  stagnating  pus  on  the  superficial  epithelial  cells,  or  by 
superficial  and  even  microscopical  scratches  on  the  corneal 
surface  produced  by  the  physician  or  attendant  during  the 
manipulations  for  cleaning  the  conjunctival  sac  or  for  treat- 
ing the  conjunctiva.  It  may  equally  well  follow  the  applica- 
tion of  strong  solutions  of  nitrate  of  silver  which,  when  they 
reach  the  corneal  epithelium,  in  spite  of  our  trying  to  guard 
against  it,  will  coagulate  the  superficial  cells  and  cause  their 
necrosis.  From  this  reasoning  I  have  never  used  a  stronger 
solution  of  nitrate  of  silver  in  these  cases  than  a  one  per  cent, 
one,  and  the  cases  in  which  a  corneal  ulcer  was  formed  while 
they  were  under  my  treatment  have  been  extremely  few. 

It  is  a  common  experience  that  the  cases  of  blennorrhoea 
neonatorum  differ  very  greatly  as  to  their  degree  of  virulence 
as  well  as  to  the  time  it  takes  to  cure  them.  I  have  seen  cases 
which  took  six  weeks  and  even  more  of  careful  and  watchful 
treatment  with  nitrate  of  silver  to  get  well,  and  again  I  have 
seen  cases  cured  in  comparatively  few  days,  say  a  week,  with 
a  mild  antiseptic  eye-wash,  as  for  instance  bichloride  of  mer- 
cury 1  in  10000.  This  difference  in  behavior,  which  we  could 
formerly  attribute  only  to  a  different  degree  of  virulence 
of  the  gonococcus  in  the  particular  case,  is  now  by  means 
of  our  bacteriological  knowledge  explained  in  a  more  natural 
manner  and  better  understood.  As  a  rule  the  virulent 
cases,  which  yield  only  more  or  less  promptly,  but  probably 
best  to  treatment  with  a  silver  salt,  are  of  gonococcus  origin. 
On  the  other  hand,  in  those  cases  which  are  of  a  mild  type 
and  generally  yield  easily  and  speedily  to  a  mild  antiseptic 
treatment  of  some  kind  and  cold  applications,  we  do  not  find 
the  gonococcus  but  some  other  pyogenic  microbe  or  no  known 
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one  at  all.  The  cases  of  a  medium  type  are  often  due  to  the 
diplococcus  lanceolatus  or  the  bacterium  coli  (Groenouw). 

This  knoAvledge  must  necessarily  influence  our  therapeutic 
measures.  At  least  I  have  of  late  adhered  to  some  such  prin- 
ciple in  my  practice.  Greefr"  {loco  citato)  seems  still  to  adhere 
to  one  and  the  same  method  in  all  cases  when  he  states  that 
in  his  clinic  at  the  Charite  at  Berlin  the  cases  of  blennorrhoea 
neonatorum  are  successfully  treated  by  a  one-tenth  per  cent, 
solution  of  nitrate  of  silver.  Since  I  have  made  bacteriologi- 
cal examinations  of  the  pus  in  blennorrhoea  neonatorum  I 
have  in  my  treatment  been  governed  by  their  results.  While 
I  have  still  in  some  cases,  in  which  I  found  the  gonococcus, 
relied  on  a  one  per  cent,  solution  of  nitrate  of  silver,  I  have 
of  late  replaced  this  altogether  by  a  one,  two  or  three  per  cent, 
solution  of  protargol,  a  remedy  which  I  decidedly  prefer,  con- 
trary reports  by  others  notwithstanding.  As  we  know  by  ex- 
periment, this  preparation  of  silver  penetrates  deeper  into  the 
tissues  than  nitrate  of  silver,  because  it  does  not,  like  it,  act 
as  an  escharotic.  It  is  also  but  very  little  irritating  and 
causes  almost  no  pain — two  points  which  I,  however,  grant 
are  of  little  importance  in  the  treatment  of  the  conjunctiva  of 
infants.  However,  instead  of  making  only  one  application  in 
twenty-four  hours,  as  with  nitrate  of  silver,  I  order  the  pro- 
targol solution  to  be  instilled  into  the  eye,  after  the  removal 
of  all  pus  by  manipulation  by  the  attendant,  from  four  to 
eight  times  in  twenty-four  hours,  besides  one  application  of 
it  by  myself.  This  treatment  I  can  conscientiously  recom- 
mend, as  I  have  seen  even  several  gonococcus  infections  get 
well  with  it  in  the  course  of  two  weeks.  Cases  in  which  I  can 
find  no  gonococcus  do  usually  well  with  frequent  instillations 
of  a  1  in  10000  bichloride  solution,  or  even  a  four  per  cent, 
boracic  acid  solution  with  cold  compresses.  When  they  do 
not  quickly  respond  to  this  treatment  I  use  a  one  per  cent, 
protargol  solution  instead. 

One  of  the  greatest  benefits  of  our  modern  improved  and 
continually  improving  knowledge  is  that  it  teaches  ns,  .-is 
physicians,  better  and  better  to  individualize  the  cases  en- 
trusted to  us  and  to  institute  our  treatment  accordingly.  As 
this  method  of  acting  is  the  only  scientific  one,  it  is  our 
bounden  duty  in  all  cases  to  adopl  it,  and  not   to  Continue  in 
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the  old  methods  which  come  from  our  fathers,  who,  with 
all  their  great  achievements,  did  not  have  the  advantages  of 
knowledge  which  we  have,  and  let  us  hope  Avill  continue  to  have, 
in  an  ever-increasing  quantity  for  the  benefit  of  mankind. 


AN    UNUSUAL    COMPLICATION    OF    OPHTHALMIA 
NEONATORUM. 

By  DOX  M.  CAMPBELL,  M.D.,  L.K.C.S.  (Edin.), 

DETROIT,  MICH. 

THE  subject  of  this  sketch,  a  baby  of  six  months,  came 
under  observation  with  a  history  of  having  had  ophthal- 
mia neonatorum,  beginning  two  days  after  birth,  running 
the  usual  course  for  two  or  three  weeks,  and  recovering  under 
the  care  of  the  attending  physician. 

After  the  inflammatory  action  incident  to  the  infection  of 
the  conjunctival  sac  had  subsided,  it  was  noticed  that  the  left 
upper  lid  was  completely  inverted,  the  whole  line  of  lashes 
sweeping  the  cornea  at  each  movement  of  blinking  and  re- 
maining inverted  when  the  lid  was  at  rest — either  closed  or 
open. 

The  attending  physician,  supposing  that  the  deformity 
could  be  corrected  by  such  a  procedure,  removed  an  elliptical 
piece  of  skin  from  the  surface  of  the  lid  and  drew  the  wound 
thus  made  together  by  three  sutures. 

This  procedure  was,  of  course,  unsuccessful,  and  the  de- 
formity remained  as  before,  with  the  added  difficulty  that  in 
sleep  the  infant's  eye  did  not  completely  close. 

Upon  examination  the  above  condition  was  found,  and 
upon  everting  the  lid  the  cause  of  the  defect  was  seen  to  be 
an  adhesion  between  the  conjunctiva,  in  the  neighborhood  of 
the  retro-tarsal  fold,  with  that  covering  the  tarsal  plate  as  far 
forward  as  the  lid  border.  The  adhesion  was  complete,  it 
being  impossible  to  pass  a  probe  under  it. 

The  correction  of  the  defect  was  brought  about  by  first 
dissecting  up  the  conjunctival  adhesion  and  then  doing  the 
Hotz-Anagnostakis  operation  for  entropion  and  completing 
the  procedure  by  placing  a  mucous  membrane  graft  from  the 
under  lip  of  the  child's  father  upon  the  raw  surface  left  from 
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the  dissection  of  the  conjunctival  adhesion.  The  complete 
operation  was  done  at  one  sitting  under  chloroform  anaesthesia. 
Healing  of  the  skin  incision  was  by  first  intention.  The 
mucous  membrane  graft  adhered  and  grew,  and  the  deformity 
was  completely  corrected  and  has  remained  so  since,  now  some 
six  months. 


ULCUS  RODENS  CORNER;  WITH  AN  ACCOUNT  OF 
A  SPECIAL  BACILLUS.* 

By  DK.  EDUARDO  ANDKADE, 

Assistant  to  the  Ophthalmic  Clinic  at  Genoa,  Italy.     , 

Abstracted  by  S.  M.  Burnett,  M.D.,  Washington,  D.  C. 

IN  this  paper  Dr.  Andrade  gives  a  full  account — clinical 
and  bacteriological — of  one  of  the  rarest  corneal  affections. 
So  uncommon  is  it  that  many  text-books  do  not  mention  it  at 
all,  and  others  treat  it  as  a  form  of  ulcus  serpens,  from  which, 
however,  it  has  numerous  points  of  difference.  It  occurs  once 
in  about  every  ten  thousand  patients  on  a  general  average.  In 
Genoa,  among  30,000  cases  it  has  been  noted  but  twice. 
Jany,  in  Breslau,  saw  it  but  once  in  66,000  cases.  To  Mooren, 
of  Diisseldorf ,  belongs  the  honor  of  having  first  described  it 
as  a  distinct  disease  in  1867.  Hillemans,  in  Bonn,  published 
a  full  account  of  all  the  thirty-five  cases  which  had  been 
reported  up  to  date  of  publication  of  his  paper  in  the  Arch, 
f.  Augh.,  B.  XV.,  October,  1899.  The  case  of  Andrade  is 
typical.  It  occurred  in  a  man  of  37  years,  who  seemed  to  be 
in  good  health.  The  trouble  began  with  redness,  lacrymation, 
and  pain  in  the  right  eye.  The  condition,  when  seen  for  the 
first  time,  was  as  follows  :  The  center  of  the  cornea  was  trans- 
parent, while  its  margin  was  hidden  under  a  highly  vascular- 
ized tissue,  which  looked  as  if  the  conjunctiva  had  extended 
over  the  corneal  edge.  The  whole  circumference  of  the  cornea 
was  implicated.  The  portion  of  the  cornea  Lying  between  the 
band  of  vascularization  and  the  transparent  centra]  tissue  was 
occupied  by  a  whitish  ring,  which  represents  a  zone  of  infil- 
tration and  ulceration  occupying  the  superficial  layers  of  the 

*Annali  di  Ottalmolgia,  Vol.  XXIX.,  1900. 
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cornea.  The  edge  towards  the  clear  cornea  is  excavated,  the 
epithelial  layer  hanging  over  the  edge  of  the  ulcer.  The  vas- 
cular band  at  the  corneal  margin  is  not  the  same  at  all  parts; 
at  the  upper  external  portion  the  newly-formed  tissue  had  a 
granular  appearance,  with  here  and  there  yellowish  nodules, 
and  the  conjunctiva  itself  was  thickened  and  granulating  with 
a  few  nodules  of  a  grayish-yellow  color  and  was  detached  from 
the  underlying  tissue.  The  condition  was  not  so  pronounced 
at  the  other  parts  of  the  corneal  base.  At  the  inferior  seg- 
ment of  the  cornea,  however,  the  newly -formed  vascular  tissue 
was  devoid  of  epithelium.  The  anterior  chamber  appeared 
deeper  than  that  of  the  fellow  eye,  because  the  cornea  had 
yielded  to  pressure  and  become  more  convex.  There  was  no 
hypopyon.  The  pupil  under  a  mydriatic  showed  a  slight  ad- 
hesion of  the  iris  to  the  lens-capsule.  The  media  were  clear, 
and  the  fundus,  which  was  visible,  showed  no  change  from 
the  normal.  V.  =  1/2a,  Tn.  The  only  complaint  was  a  sense 
of  burning  and  lacrymation.  The  sensibility  of  the  cornea 
was  diminished.  The  treatment  instituted  was  three  subcon- 
junctival injections  of  sublimate  solution  of  about  1  cc. 
each,  eight  days  apart.  After  the  first  injection  the  mar- 
gin of  the  ulcer  was  cauterized  by  means  of  the  galva no- 
cautery.  After  the  first  injection  the  appearance  was  much 
improved,  and  after  the  third  the  process  was  manifestly 
arrested,  the  bottom  of  the  ulcer  cleared  up,  and  the  vascu- 
larization diminished.  The  complete  healing  left  a  circular, 
semi-transparent  cicatrix.  There  has  been  no  return  at  the 
end  of  five  months. 

Other  observers  have  searched  for  a  specific  germ  and  have 
failed  to  find  anything  distinctive  in  the  bacteriological  find- 
ings. In  the  last  issue  of  the  Arch,  of  Oph.,  March,  1901, 
Schmidt-Eimpler,  of  Goettingen,  gives  an  account  of  a  case 
which  came  to  an  enucleation  and  to  a  histological  examina- 
tion, and  states  that  no  bacteria  could  be  discovered  in  the 
corneal  tissue.  Andrade  has  been  more  fortunate  and  has 
discovered  a  special  bacillus,  which  he  has  isolated  and  culti- 
vated. He  first  made  a  culture  from  a  piece  of  tissue  in 
glycerated  agar.  After  twenty-four  hours  colonies  of  staphy- 
lococcus pyogenes  albus  had  developed.  After  four  days 
there  was  found  a  bacillus,  which  being  transferred  to  other 
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media  and  carefully  studied,  showed  the  following  character- 
istics:  It  has  the  form  and  about  the  size  of  the  bacterium 
coli,  but  in  the  older  cultures  in  LoerHer's  serum  some  are 
found  shorter  but  thicker.  In  both  cultures  they  are  observed 
to  be  united  by  their  extremities,  forming  chains.  Sometimes 
they  are  placed  as  in  the  diplo-bacillus  of  Moras  and  some- 
times side  by  side  without  any  regularity.  The  bacilli  have 
great  motility.  The  reproduction  is  by  means  of  round  spores 
which  are  seen  at  the  ends  of  the  rods,  sometimes  laterally 
near  the  end.  The  bacilli  are  colored  by  the  method  of  Gram 
and  other  methods  usually  employed  in  bacteriology,  such  as 
those  of  Ziehl,  Loeffler,  and  Roux.  Blood  serum  prepared 
after  the  method  of  Loeffler  is  the  best  means  of  cultivating 
the  bacillus.  In  from  twenty-four  to  forty-eight  hours  after 
infection  of  the  culture  there  is  noticed  a  transparent  scum 
which  covers  the  surface  of  the  serum  along  the  track  of  in- 
fection, which  gradually  extends  itself  over  the  entire  surface, 
assuming  a  corrugated  appearance,  while  at  the  same  time  ex- 
tending somewhat  into  the  depth  of  the  culture  substance.  In 
the  meantime  the  serum  has  become  softer  and  at  the  end  of 
six  or  eight  days  is  liquified  with  an  alkaline  reaction.  This 
appears  to  depend  upon  the  development  of  the  spores.  In 
agar-agar  the  development  is  slower  and  more  difficult  than  in 
serum,  but  pursues  essentially  the  same  course.  In  gelatin 
this  liquefaction  is  very  slow  and  in  layers.  Cultures  in  the 
capsule  of  Petri  are  similar  to  those  in  agar.  On  the  potato 
the  culture  does  well,  forming  an  almost  invisible,  transparent 
layer,  as  often  happens  with  the  typhoid  bacillus,  so  that  if 
there  is  not  a  certain  amount  of  humidity  of  the  surface  one 
might  doubt  its  presence.  In  simple  or  lactated  broth  it  de- 
velops well  without  any  influence  on  the  reaction.  In  gluco- 
satecl  broth  the  development  is  less  rapid,  but  it  acidities  it. 
Its  reaction  with  nitrate  of  soda  and  sulphuric  acid  is  negative. 
It  does  not  cause  fermentation  in  glucosed  or  lactated  media, 
but  acidifies  the  glucose  media.  When  cultivated  in  air  deprived 
of  its  oxygen  by  the  action  of  pyrogallic  acid  in  a  solution  of 
caustic  potash  it  develops  very  slowly  without  showing  the 
thin  layer  before  described.  Even  after  fifteen  days  the 
medium  remains  solid.  Ii  preserves  its  vitality  at  ;i  tempera- 
ture of  75°.     Inoculation  of  the  anterior  chamber  of  ;i  rabbit 
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with  a  piece  of  the  morbid  tissue  failed  to  develop  any  charac- 
teristic morbid  process.  Infection  of  the  cornea  with  a  serum 
culture  both  at  the  periphery  and  at  the  center  produced  at  the 
end  of  24  hours  a  keratitis  very  similar  to  that  of  the  original 
disease  in  the  patient.  The  ulceration  was  superficial,  without 
any  hypopyon,  and  healed  by  an  advancement  of  the  conjunc- 
tival vessels  from  the  periphery.  These  experiments  were  re- 
peated a  number  of  times  and  always  with  the  same  result, 
and  in  two  cases  it  was  possible  even  after  six  days  to  get  a 
pure  culture  of  the  bacillus  from  the  cornea  so  affected.  A 
microscopical  examination  of  the  enucleated  rabbit's  eye 
showed  the  existence  of  a  microti  c  keratitis  without  any  im- 
portant necrotic  areas.  In  Schmidt-Rimpler's  case  mentioned 
above  the  eye  came  to  an  enucleation  and  the  result  of  the 
microscopic  examination  is  given  in  three  very  satisfactory 
drawings,  showing:  the  extent  of  the  ulceration  and  the  infil- 
tration  of  the  surrounding  parts  with  round  cells.  The  cornea 
was  nowhere  perforated,  but  maintained  from  one-half  to  one- 
sixteenth  of  its  normal  thickness.  It  also  showed^  the  under- 
mining of  the  ulceration  at  the  margin  next  the  clear  cornea. 
There  was  an  actual  elevation  of  the  epithelium  which  was  at 
first  unaccompanied  by  any  infiltration  of  the  corneal  tissue. 
At  the  periphery  the  hypertrophied  vascular  tissue  was  found 
to  be  composed  of  a  proliferation  of  epithelium  and  a  great 
development  of  new  blood-vessels.  Andrade  thinks  the  bacil- 
lus has  a  special  quantitative  and  qualitative  power,  in  so  far 
as  its  action  in  situ  does  not  manifest  itself  by  a  true  necrosis 
en  masse,  but  rather  by  a  circumscribed  cellular  mortification, 
its  action  at  a  distance  being  expressed  not  by  the  migration 
of  purulent  leucocytes,  but  rather  with  a  tendency  to  stimu- 
late the  production  of  new  vessels. 

In  an  appendix  to  the  original  paper  Andrade  gives  an  ac- 
count of  a  case  very  similar  clinically  to  the  first  and  with  the 
same  bacillus  as  a  cause.  The  inoculation  experiments  made 
in  the  first  case  were  repeated  and  with  the  same  results,  and 
under  the  use  of  a  solution  of  cyanide  of  mercury  applied  lo- 
cally, together  with  hot  applications,  the  disease  is  showing 
rapid  improvement. 

The  author  regards  the  disease,  though  very  slow  in  its 
course,   not    essentially  malignant,   but    amenable  to  gentle 
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treatment.  The  characteristic  symptomatology  of  the  disease, 
Andrade  concludes,  is  due:  (1)  To  the  fact  that  the  morbid 
process  is  limited  to  the  sulcus  at  the  corneoscleral  margin, 
whence  its  tendency  to  extend  itself  around  the  base  of  the 
cornea  and  the  formation  of  new  ulcers  at  the  limbus.  (2) 
The  feebleness  of  the  toxic  action  of  the  bacillus  (  ?  ) ,  whence 
the  scantiness  of  the  infiltration,  the  limitation  of  the  ulcera- 
tion to  the  surface  of  the  cornea,  and  the  tediousness  of  its 
course.  (3)  The  difficulty  of  attacking  directly  the  focus  of 
infection  which  is  hidden  under  the  excavation  of  the  inner 
edge  of  the  ulcer,  and  the  tumefaction  of  the  tissues  at  the 
limbus.  Good  photographic  pictures  are  given  illustrative  of 
the  bacillus  itself  and  the  appearance  of  the  infected  culture 
medium. 


EXPERIMENTAL   STUDIES    ON   THE   RECLINATION 
(COUCHING)  OF  CATARACTS. 

By  E.  WASSILJEFF,  M.D.,  and  N.  ANDOGSKY,  M.D. 

From  Professor  BellarminofTs  Clinic  at  St.  Petersburg.1 
Translated  by  Adolf  Alt,  M.D. 

RECLINATION  of  cataracts,  which  for  many  centuries  had 
been  practiced  by  the  eye  surgeons  of  all  nations  as  the 
only  method  of  operation  for  cataract,  has  of  late  been  cast 
aside  by  scientific  ophthalmologists,  so  that  in  most  of  the 
text-books  this  operation  is  not  even  mentioned. 

In  spite  of  this,  this  method  continues  in  existence,  and  is 
even  to-day  largely  practiced,  of  course  by  men  who  have 
nothing  in  common  with  science.  We  need  only  mention  the 
Indian  and  Turkish  operators,  whom  Hirschberg2  and  Argyll- 
Robertson3  have  written  about,  and  the  widespread  employ- 
ment of  this  method  among  the  people  of  Bosnia-Herzego- 
wina  (Mader),4  and  its  use  in  the  middle  Asiatic  and  trans- 
Kaukasian  regions  of  Russia,  in  which  wandering  Indians  and 
Persians  perform  this  operation. 

'Klin.  Monatsbl.  f.  Augenh  ,  February,  1 1)01. 

2Centralbl.  f.  Augenh.,  1894. 

8Indian  instruments  for  couching  oa  l  met.  Edinburgh  Med.  .Jour.,  L896. 

'Wiener  Kl.  Wochengchrift  1898. 
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In  the  literature  of  the  last  years  we  continually  find 
records  of  the  fact  that  even  men  of  science  occasionally  have 
recourse  to  this  abandoned  method.  Thus  in  1882  Andrew5 
employed  this  method  of  reclination  in  a  case  of  incomplete 
dislocation  of  the  lens  of  traumatic  origin.  In  1886  Ram- 
poldi6  employed  it  successfully  in  four  cases;  Businelli,7  too, 
favors  reclination  in  some  cases.  In  1898  Valude8  made  a 
successful  reclination  in  the  right  eye  of  a  woman  73  years 
old,  in  whom  an  extraction  appeared  to  be  too  risky,  since  the 
left  eye  had  been  lost  from  spontaneous  haemorrhage  after 
cataract  extraction.  Finally,  lately  at  the  International  Con- 
gress at  Paris,  True9  again  raised  the  question  of  the  admissa- 
bility  of  the  reclination  of  cataracts  in  cases  in  which  from 
some  reason  other  operative  method  appears  doubtful,  as,  for 
instance,  in  cases  like  that  of  Valude,  when  there  is  a  ten- 
dency to  haemorrhages  into  the  vitreous  body,  in  idiots,  alco- 
holics, restless  persons,  and  finally  in  animals.  In  the  dis- 
cussion on  Truc's  paper  it  became  apparent  that  Panas,  Dor, 
and  Gayet  think  that  reclination  has  been  undeservedly  aban- 
doned and  may  be  of  great  service  in  some  cases,  which  facl 
they  proved  by  relating  such  cases  from  their  practice. 

The  reason  for  the  striking  of  the  method  of  reclination 
from  the  list  of  the  scientific  methods  of  operation,  as  is  well 
known,  was  the  experience  that  this  method  led  to  more  fre- 
quent complications  than  the  other  methods  of  cataract  opera- 
tions. 

When  we  consider  that,  with  the  exception  of  some  in- 
complete, gross-anatomical  observations  of  older  authors 
(Arlt10  and  Beer11),  and  a  few  of  recent  date  (Iatropoulos12), 


dislocation  of  the  lens,  with  remarks  on  the  old  operation  of  couch- 
ing.    Brit.  Med.  Jour.,  1882. 

6E  ancora  indicata  in  qualche  caso  la  depressione  della  cataratta?  Ann. 
d'Ophalm.,  1886. 

7Caduta  d'un  nucleo  di  cataratta  nella  camera  anteriore  3  anni  dopo 
1'abassamento  nel  vitreo.     Jabresber.  f.  Ophth.  XVIII.,  p.  375. 

8Annales  d'Oculistique.,  Jan.,  1899. 

9Deux  cas  d 'abaissement  de  la  cataracte.  La  clinique  ophthalm.,  1900. 
No.  16-17. 

10Graefe  and  Saemisch,  v.  III. -IV. 

irLehre  von  (J.  Augenh.  Wien,  1817. 

12Fungos  haemorrhagische  Iridocyclitis  in  Folge  von  Depression  einer 
cataracta  senilis.    Die  ophth.  Klinik,  1900,  1ST.  12. 
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no  exhaustive  microscopical  examination  of  the  changes  in 
eyes  after  reclination  of  cataract  have  been  made  which  might 
have  explained  the  causes  of  these  complications,  we  may  well 
think  that  what  we  have  experimentally  found  and  are  report- 
ing in  this  paper  concerning  this  question  may  not  only  have 
a  historical  scientific  interest,  but  from  the  remarks  made  above, 
even  may  be  well-timed.  This  interest  must  be  the  greater. 
since  ophthalmologists  are  now  often  in  a  position  to  observe 
cases  in  which  reclination  has  not  been  made  by  the  hand  of  a 
surgeon,  but  by  different  accidents — so-called  cases  of  dislo- 
cation of  the  lens  into  the  vitreous  body,  in  some  of  which 
the  eye  is  lost,  while  in  others  for  some  reason  vision  is  re- 
tained and  the  eye  is  simply  aphakic. 

We  have  experimented  exclusively  on  rabbits.  We  first 
employed  the  method  of  reclination  through  the  sclerotic  with 
a  straight,  lancet-shaped  needle,  but  found  at  once  an  insur- 
mountable obstacle,  as  with  this  needle  no  normal,  clear 
rabbit's  lens  can  be  reclined,  since  at  the  very  first  attempt  at 
pressure  the  needle  enters  the  lens  and,  if  further  pressure  is 
exerted,  passes  through  it. 

In  consequence  of  this  we  constructed  a  special  instrument 
in  the  shape  of  a  thin  ellipsoid  spatula,  the  curvature  of  wljich 
corresponded  with  that  of  the  rabbit's  lens,  with  dull  edges, 
and  which  was  three  mm.  wide  and  about  one  cm.  long:.  It 
had  a  cylindrical  neck  which  five  mm.  from  the  spatula  was 
bent  at  an  almost  right  angle  and  fastened  at  some  distance 
from  this  in  a  common  ivory  handle.  If  this  instrument  is 
held  in  such  a  manner  that  the  handle  is  directed  upwards 
and  the  spatula  to  the  left,  its  convexity  looks  backwards  and 
its  concavity  forward.  In  order  to  remove  the  resistance  of 
the  zonule  of  Zinn,  the  operation  was  performed  according  to 
a  method  which  has  been  employed  by  many  authors  (Sohif- 
ferli,  Himly,  Weinhold).  With  its  handle  directed  upwards 
the  instrument  was.  introduced  into  the  ritreous  body  through 
;m  opening  in  the  sclerotic,  which  was  made  in  the  right  eye 
a  little  nasally,  in  the  left  a  little  temporally  from  the  cornea 
and  a  little  below  the  respective  recti  muscles,  thee  il  was 
pushed  to  the  posterior  surface  <>f  the  lens.  Then  it  was 
passed  over  the  upper  edge  of  the  lens  to  its  anterior  surface, 
in  doing  which  the  upper  fibres  of  the  zonule  of  /inn  were 
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ruptured.  Now  the  lens  could  be  easily  reclined  into  the 
vitreous  body  by  pressing  on  its  upper  half. 

Some  time  after  the  operation  (19  to  160  days)  the  rab- 
bits were  killed  with  chloroform,  the  eyes  enucleated  and 
treated  with  4  per  cent,  formalin,  embedded  in  celloidin  and 
examined  microscopically. 

We  made  24  experiments.  We  will  detail  the  clinical  pic- 
ture, which  was  not  exactly  the  same  in  all  cases,  before  going 
to  the  description  of  the  pathological  changes. 

The  operation  was  easily  successful  in  most  of  the  cases. 
It  was  in  all  of  the  cases  followed  by  slight  symptoms  of 
irritation,  as  hyperemia  of  the  iris,  pericorneal  injection. 
This  disappeared  usually  after  from  seven  to  ten  days ;  in  a 
few  cases  it  persisted  and  even  passed  over  into  an  iridocycli- 
tis. In  three  cases  this  iridocyclitis  was  purulent  and  pro- 
gressed to  panophthalmitis. 

In  most  of  the  cases  the  reclined  lens  rose  after  a  while  to 
the  region  of  the  pupil.  In  six  cases  only  it  remained  lying 
flat  on  the  lower  wall  of  the  eyeball.  This  tendency  of  the 
lens  to  rise  and  return  to  its  normal  position  can  be  easiest  ex- 
plained by  an  incomplete  rupture  of  the  fibres  of  the  zonule 
of  ,Zinn;  or,  perhaps,  by  a  stretching  of  the  hyaloidea  and 
stroma  of  the  vitreous  body  without  rupture ;  thus  the  elastic 
tissue  of  the  vitreous  body  could  easily  press  the  lens  back 
into  its  old  place.  This  was  also  the  explanation  given  by 
Arlt,  as  the  rising  of  the  lens  after  reclination  was  often  ob- 
served by  the  older  operators. 

The  pathological  changes  observed  in  the  rabbits'  eyes 
after  reclination  were  not  always  the  same. 

The  changes  in  21  of  the  24  cases  may  be  classed  in  the 
following  manner:  (1)  Obliteration  of  the  iris-angle;  (2) 
inflammation  in  the  uveal  tract  and  retina;  (3)  detachment 
of  retina. 

Obliteration  of  the  iris-angle  was  seen  in  *ix  cases.  In  one 
of  these  the  whole  iris-angle  was  obliterated.  This  oblitera- 
tion was  due  in  one  case  to  the  adhesion  of  the  iris-periphery 
to  Decemet's  membrane  by  means  of  an  exudation  from  the 
iris  and  ciliary  body  (iridocyclitis) ;  in  all  other  cases  the 
lower  periphery  of  the  lens  pressed  the  ciliary  processes  and 
the  iris  periphery  against  Descemet's  membrane. 
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The  second  important  change  is  the  inflammation  of  the 
uveal  tract,  especially  iridocyclitis,  and  in  sonic  cases  panoph- 
thalmitis. Of  these  we  saw  six  cases.  Its  cause  was,  as 
proven  by  microscopical  examination,  an  accidental  coccus- 
infection  which  took  place  during  or  after  the  operation  in 
spite  of  all  disinfecting  measures. 

The  third  and  most  frequent  change  was  the  detachment 
and  subsequent  degeneration  of  the  retina.  This  was  observed 
in  all  but  live  cases. 

The  manner  in  which  the  detachment  occurs  may  be  the 
following :  On  the  one  hand  the  instrument,  which  is  entered 
through  the  sclerotic,  as  well  as  the  lens  during  the  operation 
must  tear  the  stroma  of  the  vitreous  body.  This  leads  to 
shrinking;  on  the  other  hand  the  connective  tissue  formed 
when  the  wound  heals,  also,  leads  by  its  shrinkage  to  shrinking 
of  the  stroma  of  the  vitreous  body  with  decrease  of  pressure, 
and  thus  favors  detachment  of  the  retina.  This  formation  of 
connective  tissue  we  found  in  many  of  the  specimens,  and  we 
could  see  its  origin  from  the  spindle-cells  which  grew  from 
the  recent  scleral  scar  into  the  vitreous  body. 

In  the  cases  in  which  no  detachment  occurred  the  micro- 
scopic examination  made  a  long  time  after  the  operation 
proved  that  the  stroma  of  the  vitreous  body  and  the  hyaloidea 
were  normal.  Among  these  were  three  cases  in  which  there 
was  no  infection  and  no  pressure  of  the  reclined  lens  against 
the  ciliary  processes  and  iris  periphery — i.  e.,  completely  suc- 
cessful cases  of  reclination. 

Changes  found  in  the  reclined  lenses  were :  disintegration 
of  the  fibres,  vacuolization,  deposits  of  lime,  irregular  prolifer- 
ation of  the  capsular  epithelium,  proliferation  of  the  elements 
of  the  nucleus  arch,  and  general  shrinkage  of  the  lens.  This 
latter  was  most  apparent  when  the  capsule  had  been  intention- 
tionally  or  unintentionally  ruptured.  In  rare  cases  the  un- 
ruptured Lens  showed  but  insignificant  changes,  and  in  some 
with  complete  rupture  of  the  capsule  the  cortex  and  muscles 
were  perfectly  absorbed.  Incarceration  of  the  lens  at  the  bot- 
tom of  the  eve,  as  has  from  clinical  signs  been  described  by 
Some  authors,  we  have  never  seen.  Where  Ihe  lens  lav  upon 
the  retina,  this  membrane  and  the  choroid  were  :ihnost  totally 
changed  to  connective  tissue  and  the  lens  capsule  was  firmly 
agglutinated  to  them. 
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Thus,  the  examination  of  these  rabbits'  eyes  after  reclina- 
nation  showed  detachment  of  the  retina  in  79  per  cent.,  iridocy- 
clitis in  25  per  cent.,  obliteration  of  the  iris-angle  also  in  25 
per  cent.;  only  in  12.5  per  cent,  of  the  cases  no  serious 
pathological  changes  were  found. 

Since  no  scientific  statistics  of  the  successes  of  reclination 
are  in  existence  it  is  impossible  to  say  exactly  what  the  per- 
centage of  losses  from  reclination  was  in  man.  It  may  be  that 
this  percentage  was  not  so  very  high,  as  we  have  found  it  in 
the  rabbit.  It  is  Hirschberg's  opinion,  who  particularly 
studied  the  question  of  reclination,  that  under  favorable  con- 
ditions the  percentage  of  successful  cases  may  reach  up  to  50. 
As  to  the  character  of  the  complications,  our  experimental 
data  correspond  very  well  with  what  resulted  in  former  times 
from  reclination  in  man.  The  difference  is  that  the  older  au- 
thors mention  iridocyclitis  in  the  foremost  place,  then  detach- 
ment of  the  retina,  glaucoma  and  sympathetic  inflammation, 
while  in  our  experiments  detachment  holds  the  first  place. 
Yet  this  may  be  explained  in  this  way.  Even  with  all  anti- 
septic precautions  in  our  experiments  infectious  iridocyclitis 
occurred ;  how  much  more  frequent  must  have  been  such  in- 
fections at  a  time  when  nobody  thought  of  antisepsis  and 
asepsis.  The  most  frequently  used  instrument  for  reclination 
in  man  was  a  sharp  needle,  which  very  often  must  have  rup- 
tured the  capsule.  We  know  further,  and  it  is  proven  by  expe- 
rimental studies,  that  all  infectious  traumata  of  the  eye  which 
are  accompanied  by  a  lesion  of  the  lens,  are  more  serious  than 
others,  and  that  they  lead  to  panophthalmitis  on  account  of 
the  rapid  development  of  the  micro-organisms  in  the  lens  sub- 
stance. On  the  other  hand  it  is  easily  explained  why  now-a- 
days,  in  cases  of  reclination  in  man  which  are  aseptically  made 
by  a  trained  hand,  the  percentage  of  infectious  complications 
may  be  reduced  to  a  minimum. 

The  fact  that  detachment  of  the  retina  is  observed  some- 
what less  frequently  to  follow  reclination  in  man  is  easily  un- 
derstood when  we  consider  the  difference  of  the  conditions 
under  which  this  operation  is  performed  in  man  and  in  ani- 
mals. In  rabbits'  eyes  undoubtedly  a  much  greater  traumatism 
was  inflicted  to  the  vitreous  body  than  in  the  eye  of  man,  for 
the  reasons  that  the  rabbit's  lens  is  much  larger  in  proportion 
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to  the  size  of  the  eye,  and  that  the  instrument  we  used  in  our 
experiments  was  much  larger  than  those  used  in  man.  In 
consequence  the  vitreous  body  was  torn  to  a  much  greater  ex- 
tent than  in  the  eye  of  man,  and  therefore  detachment  of  the 
retina  must  of  necessity  happen  more  frequently  and  be  of 
larger  extent. 

The  reclinations  which  authors  called  successful  because 
no  detachment  of  the  retina  occurred  are  to  be  explained  by 
the  fact  that  during  the  operation  the  vitreous  body  was  either 
not  torn  or  had  been  fluid  before.  In  the  first  case  the  lens 
sinks  down  to  the  bottom  between  the  hyaloidea  and  retina, 
severing  the  vitreous  body  from  the  latter  without  rupturing 
it  (depressio  cataractse).  In  the  second  case,  on  account  of 
the  previous  degeneration  of  the  vitreous  body,  it  cannot  be 
ruptured,  and  therefore  no  shrinkage  can  take  place.  Some 
such  cases  have  been  reported  in  literature  (Businelli).  Since 
liquefaction  of  the  vitreous  body  alone  cannot  cause  detachment 
and  since  this  liquefaction  accompanies  a  chronic  choroiditis, 
by  which  choroid  and  retina  are  locally  glued  together,  it  is 
clear  why  a  loose  lens  in  the  liquefied  vitreous  body  is  com- 
paratively innocuous. 

In  summing  up,  we  can  say  that  the  experimental  studies 
confirm  the  clinical  judgment  concerning  reclination,  that  this 
operation  causes  a  great  many  more  complications  than  extrac- 
tion, and  that  it  is  successful  in  a  small  percentage  of  the 
cases  only  through  the  absence  of  the  causes  for  these  compli- 
cations— a  thing  which  cannot  previously  be  determined.  It 
is,  therefore,  a  justly  abandoned  method  of  cataract  operation. 
The  only  cases  in  which  this  operation  has  been  employed  by 
scientific  surgeons  are  justified  solely  by  peculiar  circumstances 
and  the  impossibility  of  employing  other  methods  of  cataract 
operation.  In  such  cases,  as  proven  by  our  experiments  and 
theoretical  reasoning,  depression  of  the  cataract  is  rather  to  be 
advised  than  typical  reclination,  since  it  can  be  done  with  less 
trauma  to  the  vitreous  body. 

Considering  the  cases  of  dislocations  of  the  lens  into  the 
vitreous  body  without  injury  to  the  membranes  of  the  eve, 
which  arc  really  cases  of  reclination  or  depression  not  per- 
formed by  man's  hand,  but  by  an  external  injury,  we  can  state 
that   among  these    successful    cases  occur  in  which  the  eye  be- 
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comes  simply  aphakic  and  retains  vision,  as  well  as  unsuccess- 
ful cases  in  which  the  eye  is  lost  in  consequence  of  the  different 
complications.  Successful  cases  have  been  reported  by  An- 
drew,13 Snell,14  Chisolm,15  Ljubinsky16  and  others.  Several  ex- 
aminations of  eyes  which  had  been  lost  (Hasner,17  Pr.  Smith,18 
Habben19  and  others)  show  that  the  complications  following 
dislocation  of  the  lens  are  also  detachment  of  the  retina,  irido- 
cyclitis and  glaucoma. 

We  believe  that  the  cases  of  dislocation  of  the  lens  with  a 
favorable  ending  can  be  explained  just  like  those  of  inclina- 
tion. In  these  cases  the  vitreous  body  was  either  not  ruptured 
or  it  had  been  fluid  and  degenerated  before  the  accident.  In 
cases  in  which  the  membranes  of  the  eye  are  not  injured  the 
vitreous  is  probably  much  less  injured  than  during  reclina- 
tion ;  no  instrument  is  entered  into  the  vitreous  body  and  the 
mechanism  of  dislocation  cannot  be  compared  to  the  forcible 
pressing  of  the  lens  into  the  vitreous  body,  as  practiced  during 
reclination.  In  traumatic  dislocation  the  lens  probably  simply 
sinks  down  or  glides  to  the  place  of  least  resist ence.  It  is 
quite  probable  that  during  such  an  injury  the  vitreous  body 
with  its  hyaloid,  if  only  for  a  moment,  is  lifted  from  the  mem- 
branes of  the  eye,  and  that  the  lens  sinks  into  this  space  be- 
tween ora  serata  and  vitreous  body  when  its  suspensory  liga- 
ment has  been  torn.  In  this  manner  we  explain  such  cases  in 
which  the  dislocated  lens  remains  immovable  at  the  bottom  of 
the  eye. 

It  is  probable  that  in  many  of  the  cases  of  dislocation  with 
favorable  ending  which  have  been  reported  the  vitreous  body 
was  previously  liquefied,  since  this  has  happened  more  fre- 
quently in  myopic  eyes.  In  such  cases  the  lens  may  be  mova- 
ble without  causing  detachment  of  the  retina. 
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Erratum. — In  Dr.  Adolf  Alt's  paper  in  the  March  (1901) 
number  of  this  journal,  Figures  3  and  4  on  page  68  have  by 
mistake  been  reversed. 


CORRESPONDENCE. 


THERAPEUTIC  VALUE  OF  SUPRARENAL  EXTRACT. 

Memphis,  Tenn.,  April  2,  1901. 
Editor  American  Journal  of  Ophthalmology. 

Dear  Sir — In  the  last  number  of  your  journal  there  was 
an  article  from  Dr.  Alt  on  "Adrenalin,"  in  the  course  of 
which  he  said  that  the  remedy  was  without  therapeutic  value 
in  diseases  of  the  eye.  While  this  is  undoubtedly  true  in 
most  instances,  I  wish  to  mention  a  case  which  I  have  recently 
seen  in  which  the  opposite  was  demonstrated. 

Mr.  W.,  while  coming  to  town  on  a  street  car,  was  taken 
with  a  violent  burning  pain  in  the  right  eye.  This  increased 
during  his  trip,  and  he  came  directly  to  my  office,  arriving 
there  about  twenty  minutes  after  the  first  symptoms  were  per- 
ceived. I  found  a  very  violent  conjunctivitis,  with  profuse 
lacrymation  and  intense  palpebral  and  bulbar  injection.  Of 
course  the  first  thought  was  of  a  foreign  body,  but  there  was 
no  scratching,  and  careful  search  failed  to  find  one.  I  first 
instilled  a  few  drops  of  a  four  per  cent,  cocaine  solution,  and 
then  a  few  drops  of  a  solution  of  Armour's  suprarenal  extract, 
ten  grains  to  a  dram  of  saturated  solution  of  boracic  acid.  In 
a  few  minutes  the  eye  was  of  perfectly  normal  appearance 
and  felt  just  as  comfortable  as  the  other  one.  I  expected  the 
symptoms  to  return  as  soon  as  the  effect  of  the  drug  wore  off, 
and  directed  that  he  go  home  and  stay  indoors.  Before  he 
left  the  office  I  made  an  application  of  nitrate  of  silver  (two 
per  cent.)  to  the  lids.  He  was  to  report  to  me  by  telephone 
that  afternoon.  He  did  not  do  so,  and  I  did  not  see  him  again 
for  several  days,  when  I  met  him  on  the  street.  He  then  told 
me  that  the  injection  and  discomfort  had  never  reappeared,  and 
the  eye  had  remained  white  and  comfortable  ever  since  lie  left 
niv  office.  He  had  gone  home,  but  that  afternoon  had  fell 
well  enough  to  return  to  his  office  and  had  experienced  "() 
inconvenience.  I  attribute  the  result  to  the  suprarenal  ex- 
tract, and  believe  the  secret    of   its  felicitous  action  was  in  its 

being  applied  so  soon  after  the  inflammation  began. 

Yours  v civ  truly,         K.  C.  Ellbtt,  M.I). 
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PROCEEDINGS    OF    THE    WILLS'    HOSPITAL   OPH- 
THALMIC SOCIETY,  PHILADELPHIA,  PA. 

Meeting  of  March  11th,  1901. 
Dr.  S.  D.  Risley  in  the  Chair. 

The  members  of  the  staff  of  Wills'  Hospital  in  Philadelphia 
have  formed  themselves  into  an  association  known  as  the 
"Wills'  Hospital  Ophthalmic  Society."  The  object  of  the 
association  is  to  « '  promote  the  scientific  usefulness  of  the  in- 
stitution by  the  discussion  of  papers  and  the  exhibition  of  pa- 
tients who  have  been  under  the  care  of  the  members  of  the 
attending  staff."  Meetings  will  be  held  twice  a  month  and 
reports  of  the  proceedings  will  be  published. 

Sympathetic  Ophthalmitis. 

Dr.  Frank  Fisher  presented  a  case  of  sympathetic  oph- 
thalmitis coming  on  after  a  panophthalmitis  which  had  fol- 
lowed a  cataract  extraction,  the  patient  being  64  years  of  age. 
He  laid  especial  stress  on  the  age  at  which  the  ophthalmitis 
had  developed  and  the  long  period  of  time  elapsing  between 
the  condition  and  the  cataract  extraction. 

Dr.  William  Zentmayer  inquired  whether  it  is  not  rare 
for  the  disease  to  evidence  itself  in  cases  in  which  there  is 
panophthalmitis. 

In  answer  to  Dr.  John  T.  Krall's  question,  whether  the 
fundus  of  the  sympathizing  eye  had  been  examined,  Dr. 
Fisher  stated  that  when  he  saw  the  case  the  eyeground  had 
become  invisible. 

Dr.  Risley  asked  whether  subconjunctival  injections  of 
solutions  of  chloride  of  sodium  had  ever  been  tried  by  any  of 
the  members  of  the  staff. 

Dr.  Walter  L.  Pyle  believed  that  the  occurrence  of 
sympathetic  inflammation  after  panophthalmitis  depended 
upon  the  amount  of  destruction  of  the  globe.  He  believed 
that  if  there  was  decided  scleral  rupture  and  escape  of  most 
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or  the  intra-ocular  contents  sympathetic  ophthalmitis  was  not 
likely  to  follow. 

Dr.  Charles  A.  Oliver  had  found  that  all  attempts  to 
do  useful  iridectomy  in  such  cases  were  futile,  the  iris-tissue 
being  brittle  and  friable ;  while  any  obtained  good  results  are 
rapidly  lost.  He  had  been  successful  in  several  instances  by 
either  the  Critchett-Story  operation  or  Tyrrell's  method  of 
drilling.  He  had  never  employed  subconjunctival  injections 
to  any  advantage  nor  as  yet  had  made  use  of  large  doses  of 
the  alkalies,  but  thought  if  lymph-formation  and  circulation 
are  good  the  former  method  might  be  of  assistance. 

False  Maculae. 

Dr.  George  C.  Harlan  presented  a  case  of  false  maculae. 
The  patient,  a  white  man,  23  years  of  age,  whose  family  and 
personal  histories  were  negative,  had  squinted  since  childhood. 
He  could  use  either  eye.  On  February  23,  1900,  he  was  ad- 
mitted to  the  hospital  with  an  esotropia  of  40  degrees,  prefer- 
ably fixing  with  the  left  eye.  A  tenotomy  of  the  right  inter- 
nal rectus  muscle  with  an  advancement  of  the  corresponding 
external  rectus  was  done,  leaving  a  residual  squint  of  about 
10  degrees.  Two  weeks  later  similar  operations  were  per- 
formed on  the  left  eye  with  the  result  of  an  overcorrection  of 
10  degrees.  On  January  23rd  of  this  year  the  perimeter 
showed  10  degrees  of  esotropia.  Maddox  rod  gave  20  degrees 
of  crossed  diplopia.  At  this  time  a  tenotomy  of  the  right  ex- 
ternal rectus  muscle  was  done,  allowing  both  eyes  to  fix  cen- 
trally, but  the  crossed  diplopia  remained  the  same.  One  week 
later  it  was  found  that  the  esotropia  of  10  degrees  still  per- 
sisted. There  was  not  any  monocular  polyopia.  During  fixa- 
tion with  both  eyes  a  crossed  diplopia  of  between  8  and  16 
degrees  with  a  hypophoria  of  one-half  to  two  degrees  could 
be  determined. 

Dr.  Zentmayer  made  mention  of  a  case  of  divergent  squint 
with  homonymous  diplopia  occurring  in  a  bright  student. 

Dr.  Risley  stated  that  it  was  not  infrequent  to  find  diplo- 
pia after  the  correction  of  a  divergent  squint.  He  reported  a 
case  of  cataract  extraction  on  an  amblyopic  convergent  eye  in 
which  vision  after  the  operation  equaled  6/a  of  normal.  A 
later  operation  upon  the  fellow,  previously  fixing,  eye  in  which 
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vision  was  brought  to  more  nearly  normal,  resulted  in  the  pa- 
tient afterwards  having  diplopia. 

Dr.  Fisher  reported  a  case  in  which  a  patient  with  marked 
divergence  could  at  will  associate  the  images  of  the  two  eyes 
and  dislodge  them  to  his  greater  comfort. 

Dr.  Oliver  gave  the  details  of  a  case  of  marked  esotropia 
in  early  life  with  want  of  binocular  fusion,  that  through  oper- 
ative interference  and  want  of  proper  corrected  lenses  was 
transferred  in  early  adult  life  into  a  case  of  pronounced  though 
comfortable  divergence  with  good  vision  in  each  eye.  Recently, 
for  cosmetic  purposes,  a  colleague  had  so  successfully  at- 
tempted to  bring  about  a  parallelism  in  the  two  organs  that  a 
most  troublesome  series  of  diplopias  took  place,  necessitating 
an  operation  to  restore  the  originally  induced  condition  of 
comfortable  divergence. 

Dr.  Berens  mentioned  neuromuscular  memory  as  being 
one  of  the  factors  in  this  type  of  cases,  and  desired  to  see 
careful  studies  from  the  standpoint  of  the  psychologist  made. 

Successful  Extraction  of  a  Foreign  Body  from  the 
Vitreous  Chamber. 

Dr.  Berens  presented  a  case  of  successful  extraction  of  a 
foreign  body  from  the  vitreous  chamber  with  a  resultant  vision 
of  6/9  of  normal.  The  patient,  a  man,  38  years  of  age,  came 
to  the  hospital  on  February  12,  1901,  with  the  history  of  hav- 
ing been  struck  in  the  left  eye  one  hour  previously  by  a  chip- 
ping from  a  hammer.  The  external  wound,  which  was  verti- 
cal and  three  millimeters  in  size,  was  situated  in  the  cornea 
five  millimeters'  distance  from  the  nasal  limbus.  There  was  a 
corresponding  wound  in  the  iris.  The  pupil  was  four  milli- 
meters in  size,  and  central,  and  the  iris  reacted  well.  Under 
atropine  the  pupil  enlarged  to  eight  millimeters.  There  were 
numerous  vitreous  opacities  anteriorly  and  some  posteriorly. 
The  details  of  the  eyeground  were  slightly  veiled.  Far  down 
and  to  the  inside  two  semilunar  areas,  one  of  which  at  first 
showed  a  suspiciously  bright  point,  could  be  seen.  Under  Dr. 
Beren's  guidance,  the  senior  resident  surgeon  enlarged  the 
corneal  wound  down  and  in,  did  an  iridectomy,  and  placed  a 
magnet  tip  towards  the  side  of  the  retinal  laceration.  Three 
unsuccessful  attempts  being  made  in  this  direction,  Dr.  Berens 
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took  the  tip  and  inserted  it  twice,  the  second  time  down  and 
but,  recovering  a  piece  of  steel  from  that  locality.  Atropine 
was  instilled  and  a  bandage  was  applied.  On  the  next  day 
there  was  slight  reaction,  but  there  was  not  any  pain.  Two 
days  later  there  was  a  moderate  injection.  At  this  time  the 
patient  could  tell  time  on  a  watch  at  one-half  meter's  dis- 
tance. In  eight  days'  time  the  eye  was  quiet,  and  vision 
equaled  6/2o  of  normal.  The  eyeground  could  be  distinctly 
seen.  Four  days  after  this  vision  had  risen  to  6/9  of  normal, 
and  the  eye  was  quiet. 

Double  Coloboma  of  the  Iris,  Choroid  and  Optic  Nerve. 

Dr.  Oliver  exhibited  a  case  of  double  coloboma  of  the 
iris,  choroid  and  optic  nerve,  with  unusually  small  corneee,  in 
an  Italian  girl,  16  years  of  age.  As  far  as  could  be  ascer- 
tained there  Was  not  any  history  of  inheritance,  nor  were 
there  any  other  signs  of  congenital  malformation  present. 
The  colobomata  were  in  their  usual  positions,  downwards  and 
slightly  inwards,  those  of  the  right  eye  being  the  larger.  The 
characteristic  curvilinear  extension  of  the  retinal  vessels  alon£ 
the  borders  of  the  colobomatous  areas  could  be  plainly  seen. 
The  surfaces  of  the  fundus  colobomata,  which  were  on  a  much 
deeper  level  than  the  rest  of  the  eyegrounds,  were  quite  ectatic 
in  places.  Refraction  in  the  uninvolved  muscular  regions  was 
myopic  and  slightly  astigmatic.  Corrected  vision  equaled 
about  2/8  of  normal.  The  visual  fields  showed  defects  cor- 
responding with  the  fundus  abnormalities.  Both  optic  nerve- 
heads  were  considerably  enlarged.  The  retinae  in  the  colobo- 
matous areas  were  visible  as  thin,  almost  transparent  mem- 
branes over  and  in  which  a  few  small  vessels  could  be  traced. 
The  case  was  particularly  interesting  in  the  fact  that  in  spite 
of  the  apparent  microphthalmus  the  eyeballs  were  enormously 
lengthened  in  their  antero-posterior  diameters,  giving  high 
degrees  of  myopic  refraction. 

Foreign  Body  Expelled  from  the  Eyeball. 

Dr.  OLIVES  also  showed  a  patient  from  whom  a  chip  of  iron 
bad  been  spontaneously  extruded  from  the  eyeball  1\vo  \e:irs 
after  its  entrance  into  the  crystalline  lens  through  the  cornea 
and  the  iris.     No  reaction  followed  the  expulsion  of  the  foreign 
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body.    The  lens  itself  had  been  studded  with  brilliant  choles- 
terine  crystals  for  more  than  a  year's  time. 

Plastic  Operation  for  Symblepharon. 
Dr.  Berens  presented  a  case  showing  the  recent  effects 
of  a  plastic  operation  for  symblepharon  in  which  the  conjunc- 
tiva of  the  upper  lid  had  been  adherent  to  the  cornea  over 
more  than  two-thirds  of  its  surface,  entire  freedom  of  motion 
being  restored  to  the  globe. 

Interstitial  Keratitis. 
Dr.  Oliver  gave  a  brief  account  of  a  case  of  interstitial 
keratitis  occurring  in  the  left  eye  of  a  man,  24  years  of  age, 
suffering  from  other  stigmata  of  hereditary  syphilis.  He  had 
treated  and  cured  the  patient's  right  eye  for  a  similar  attack 
of  keratitis  some  six  months  previously.  The  point  of  interest 
in  the  case  consisted  in  the  fact  that  at  the  time  of  the  pa- 
tient's second  admission  to  the  hospital,  some  three  weeks 
previously,  the  senior  resident  surgeon,  Dr.  Van  Epps,  dis- 
covered a  sloughing  chancroid  involving  almost  the  entire 
foreskin  of  the  patient's  penis,  necessitating  excision  of  the 
sloughing  part  of  the  organ. 


Resection  of  the  Superior  Cervical  Ganglion  of  the 
Sympathetic  for  Glaucoma,  and  Its  Results. — H.W.  Dodd, 
F.R.C.S. ,  reports  a  case  of  glaucoma  occurring  in  a  woman  aged 
44  years,  in  which  the  removal  of  the  superior  cervical  ganglion 
on  each  side  wras  immediately  followed  by  a  marked  reduction 
to  normal  tension  of  the  eyeballs.  The  patient's  eyeballs  re- 
mained soft  for  about  two  months,  when  symptoms  of  glau- 
coma reappeared,  and  a  month  later  the  eyes  had  returned  to 
the  same  state  as  they  were  in  before  the  operation  was  per- 
formed. Therefore,  although  in  this  case  the  immediate  ef- 
fects were  extremely  favorable  for  a  few  days,  the  permanent 
result  of  the  operation  for  the  cure  of  the  glaucoma  was  nil. 
The  central  origin  of  chronic  glaucoma  may  be  a  fact,  but  if 
it  is  so,  the  removal  of  the  superior  cervical  ganglion  appar- 
ently does  not  interrupt  the  connection  with  the  eye.  Either 
the  connection  is  not  by  this  route  or  some  other  means  of  com- 
munication is  established  very  soon  after  the  resection  of  the 
ganglion. — Lancet. 
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PTERYGIA;  PATHOLOGY  AND  TREATMENT. 

M.  F.  Weyman  (Annals  of  Ophthalmology,  July,  1900) 
draws  the  following  conclusions : 

1.  The  head  of  a  pterygium,  though  the  most  dreaded 
part  on  account  of  its  possible  encroachment  on  the  pupil,  is 
genetically  an  accident  and  secondary  occurrence. 

2 .  The  origin  and  development  of  pterygia  is  to  be  sought 
in  chronic  conjunctival  inflammation,  causing  loss  of  con- 
junctival elasticity  and  eventually  shrinkage. 

3.  Pterygial  degeneration  having  begun  in  the  conjunc- 
tiva, the  head  is  formed  on  the  cornea  on  account  of  the 
kerato-scleral  angle  which,  during  extreme  lateral  excursions, 
favors  detachment  of  the  lamina  vitrosa  anterior  and  its 
epithelium. 

4.  The  head  ceases  growing  near  or  at  the  center  of  the 
cornea  because  the  kerato-scleral  angle  is  there  effaced. 

He  supports  these  assertions  by  arguing  from  the  patho- 
logical findings,  which  are  well  known.  He  does  not  believe 
in  the  causal  relation  of  marginal  ulcers  of  the  cornea.  He 
advises  the  removal  of  all  pterygia.     His  reasons  are : 

1.  A  pterygium  may  become  non-progressive,  and  with 
the  removal  of  the  cause,  even  atrophic,  but  such  cases  are 
very  rare.  It  is  the  very  slow  growth  that  leads  us  to  believe 
they  are  declining. 

2.  On  account  of  the  corneal  cicatrix  left  at  the  site  of 
the  head. 

3.  Serious  complications  may  become  inevitable  (relapsing 
tendency,  strabismus,  and  even  blindness)  if  we  delay. 

4.  The  operation,  properly  done,  is  absolutely  harmless. 
In  operating,  he  first  excises  the  pterygium,  and  then  outs 

away  the  vascular  thickening  beneath  it.  He  then  slides  the 
conjunctiva  over  the  denuded  area, and  puts  in  enough  sutures 
to  obtain  very  accurate  approximation  of  the  v<\^. 

—123— 
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THE  AMOUNT  OF  MYOPIA  CORRECTED  BY  REMOVAL  OF  THE 
CRYSTALLINE  LEXS. 

Edward  Jackson  (Journal  of  the  American  Medical  Asso- 
ciation, March  16,  1901)  makes  a  plea  for  a  more  complete 
and  exact  study  of  the  refraction  and  corneal  curvature  be- 
fore and  after  extraction  of  the  lens  for  myopia.  He  presents 
a  table  showing  the  dioptres  of  myopia  before  operation,  the 
anticipated  theoretical  change  for  axial  myopia,  the  average 
change  noted,  the  maximum  and  minimum  changes,  and  a 
number  of  cases  of  last  degree  of  myopia,  varying  from  10  to 
35  dioptres.  The  author  also  discusses  the  optical  changes 
produced  by  removal  of  the  crystalline  lens  in  myopia  due  to 
excessive  corneal  curvature,  in  that  due  to  excessive  refractive 
influence  of  the  lens,  and  in  increased  Length  of  axis. 

CONTRIBUTION  TO  THE  STUDY  OF  THE  PERFORATION  OF  THE 
SKULL  BY  SARCOMATA  WHICH  ORIGINATE  IN  THE  ORBIT. 

Vieusse  (Science  Medicates  des  Bordeaux,  February  19. 
1901)  presents  the  following  conclusions:  Sarcomata  which 
develop  in  the  orbit  are  almost  nil  melanotic  in  type:  they  are 
essentially  malignant  tumors,  often  causing  the  death  of  the 
patient.  Their  malignancy  appears  to  be  due  to  the  pigmented 
material  which  they  contain.  In  certain  cases,  not  numerous 
it  is  true,  the  neoplasm  penetrates  into  the  skull  by  breaking 
through  the  walls  of  the  orbit  ;  it  does  not  ordinarily  cause 
cerebral  trouble,  because  that  part  of  the  tumor  which  invades 
the  cranial  cavity  is  smaller  and  develops  slowly.  The  perfor- 
ation of  the  skull  by  a  sarcoma  of  the  orbit  has  no  influence 
on  the  surgical  treatment  which  these  tumors  demand. — 
Recueil  D'  Ophthalmologie,  December,  1900. 

REMOVAL   OF    THE    RIGHT    UPPER   CERVICAL    SYMPATHETIC 
GANGLION  FOR  THE  RELIEF  OF  GLAUCOMA  SIMPLEX. 

D.  H.  Coover  (Philadelphia  Medical  Journal,  March  16, 
1901)  reports  the  case  of  a  man,  aged  65  years,  upon  whom 
this  operation  was  performed.  The  immediate  results  of  the 
operation  were  very  encouraging,  and  were  as  follows  :  Tension 
was  lowered  to  almost  normal.  There  were  contraction  of  the 
pupil  and  slight  reaction.  There  was  increase  of  the  visual 
field  and  of  visual  acuteness,  and  the  temporal  field  or  nasal 
side  of  the  retina  improved,  while  the  nasal  field  or  temporal 
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side  of  the  retina  did  not  improve.  These  conditions  remained 
until  an  attack  of  supposed  ««  cold  in  the  eyes  "  appeared,  which 
proved  to  be  nothing  more  than  the  return  of. the  former  disease 
— glaucoma.  The  writer  believes  that  the  operation  is  of  no 
service  in  glaucoma  simplex  when  vision  has  been  reduced  to 
zero,  as  the  final  outcome  of  this  case  demonstrates,  but  may 
be  of  service  in  arresting  the  disease  in  the  earlier  stages  and 
in  retaining  vision  before  atrophic  changes  have  taken  place 
in  the  nerve,  retina,  and  choroid.  After  miotics  and  iridec- 
tomies have  failed  to  relieve  the  disease,  it  is  then  that  we  are 
justified  in  advising  sympathectomy  in  hope  of  relief  from 
permanent  blindness.  Even  then  there  is  no  assurance  that 
the  glaucomatous  attacks  will  not  return  months  afterward. 
The  operation  when  performed. by  an  expert  is  not  dangerous. 

ALVEOLAR  SARCOMA  OF  THE  CHOROID. 

William  Posey  and  Edward  A.  Shumway  {Annals  of 
Ophthalmology ,  January,  1901)  report  a  case  and  call  atten- 
tion to  the  following  points  as  of  interest : 

1.  The  form  of  growth — infra-vascular  angio-sarcoma — ■ 
developing  from  the  endothelial  cells  of  the  choroidal  vessels. 

2.  The  early  appearance  of  the  glaucomatous  phenomena. 

3.  The  marked  inflammatory  changes  and  hyaline  degen- 
eration of  the  iris  and  ciliary  body. 

4.  Degeneration  of  the  optic  nerve. 

5.  The  advanced  age  of  the  patient — seventy  years. 

OPHTHALMIC  XOTES  FROM  THE  TROPICS. 
H.  Campbell  Highet  {Journal  of  Tropical  Medicine, 
February  15  and  March  1,  1901)  gives  a  list  of  eye  diseases 
most  frequently  seen  in  Singapore  and  Bangkok.  Syphilitic 
diseases  of  the  eye  show  some  peculiar  features;  syphilitic 
iritis  appears  to  be  much  more  severe  in  the  tropics  than  in 
temperate  climates.  The  results  of  treatment  of  tertiary 
lesions  of  the  eye  are  usually  quite  satisfactory.  Malarial 
affections  of  the  eye  amount  to  2.2  per  cent.,  and  consist  of 
(edema  of  the  ocular  and  palpebral  conjunctiva,  keratitis 
(interstitial  and  superficial),  cortical  cataract,  retinal  hemor- 
rhage, and  night-blindness.  In  leprosy  the  eye  lesions  are 
not  marked  in  the  amesthetic  form,  but  are  severe  in  Hie 
tubercular  form.  . 
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THE  MODIFIED  OPEN  TREATMENT  AFTER  OPERATIONS 
ON  THE  EYEBALL. 

E.  Heimann  (Miinchner  Med.  Wochenschrift,  February 
19  and  26,  1901)  condemns  the  customary  tight  dressing  ap- 
plied after  operative  procedures  on  the  eyeball  as  exercising 
an  undesirable  amount  of  pressure,  impeding  the  natural 
cleansing  movements  of  the  eyelids,  being  easily  displaced 
and  insecure,  promoting  the  retaining  of  secretion  and  growth 
of  bacteria,  and  causing  the  patient  discomfort  and  annoyance. 
The  treatment  he  recommends  consists  in  the  application  of 
some  form  of  dressing  so  combined  as  to  relieve  the  eye  itself 
from  all  pressure  and  to  permit  unrestricted  motion  of  the 
lids.  This  can  be  constructed  of  wire,  rubber,  celluloid,  etc., 
and  will  protect  the  wound  against  infection  and  mechanical 
injury  without  being  open  to  the  objections  urged  above. 

RHEUMATIC  DISEASES  OF  THE  EYE. 

H.  W.  Woodruff  (Journal  of  the  American  Medical  Asso- 
ciation, February  9,  1901)  thinks  the  muscular,  fibrous,  and 
vascular  tissues  of  the  eye  render  it  particularly  susceptible 
to  rheumatic  affections.  The  author  finds  that  chronic  rheu- 
matism very  frequently  causes  iritis,  episcleritis,  scleritis, 
ocular  palsy,  glaucoma,  and  hyalitis.  He  considers  scleritis 
the  most  serious,  but  also  the  most  rare  ocular  disease  due  to 
rheumatism. 

CONCERNING  THE  DEVELOPMENT  OF  ASTHENOPIA  AND 
ERRORS  OF  REFRACTION. 

Carl  Schulen  (A?mals  of  Ophthalmology ',  January,  1901), 
in  discussing  the  causes  of  asthenopia,  mentions  first  auto- 
intoxication from  the  bowels,  etc.,  after  that  the  gouty  dia- 
thesis, sexual  disorders,  and  undescended  testicles.  He  thinks 
one  of  the  most  frequent  causes  is  a  poorly-darkened  sleeping 
room,  especially  if  the  sleep  from  any  cause  is  not  profound. 
The  surroundings  during  sleep,  especially  in  children,  deserve 
careful  attention.  He  thinks  poorly-lighted  school -rooms 
very  rarely  cause  asthenopia,  that  astigmatism  and  myopia 
are  rarely  congenital  but  originate  in  early  youth,  are  binocu- 
lar in  origin,  being  caused  by  abnormalities  of  the  extra-ocular 
muscles,  and  that  these  originate  mostly  in  the  night  during 
sleep. 
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REMARKS  OX  SCROFULOSIS  AND  TUBERCULOSIS,  WITH  A 

CONTRIBUTION  TO  TUBERCULOSIS  OF  THE 

CONJUNCTIVA. 

W.  Uhthoff  (Berliner  KlinischeWochenschrift,  December 
10,  1900)  believes  it  justifiable  to  still  further  restrict  the 
term  "  scrofulous."  Especially  in  diseases  of  the  eye  the  so- 
called  "  scrofulous,"  but  not  truly  tuberculous  affections,  oc- 
cur in  tuberculous  subjects.  Tuberculosis  itself  frequently 
prepares  the.  soil  for  the  so-called  scrofulous  diseases.  Al- 
though the  phlyctenule  most  frequently  occurs  in  scrofulous 
and  tuberculous  children,  it  should  not  be  considered  as 
directly  characteristic  of  scrofula.  The  author  has  observed 
in  his  clinic,  in  a  certain  relatively  small  percentage  of  cases, 
that  phlyctenules  occur  without  the  slightest  symptoms  or 
history  of  scrofula,  tuberculosis,  or  previous  disease  of  the 
eyes.  Bacteriological  examination  of  the  phlyctenule  has  not 
yet  demonstrated  the  etiological  factor.  According  to  the  ex- 
periments upon  animals,  made  by  Valude  and  others,  the 
healthy  conjunctiva  does  not  present  a  portal  for  the  entrance 
of  the  tubercle  bacilli.  The  author  believes  that  as  a  whole 
the  conjunctiva  does  not  easily  absorb  infectious  materials,  as 
can  be  seen  per  example  in  diphtheritic  conjunctivitis,  which 
frequently  exists  without  any  systemic  disturbances.  In  cer- 
tain experiments  that  have  been  made  with  the  toxin  of  pest, 
inoculation  into  the  conjunctiva  produced  positive  results  by 
reason  of  the  fact  that  the  poison  was  conveyed  through  the 
lacrymonasal  passages  into  the  nasopharyngeal  space.  The 
author  reports  a  case  of  tuberculosis  of  the  conjunctiva  occur- 
ring in  a  girl  of  15  years,  whose  brother  had  died  of  tubercu- 
losis. There  had  been  a  previous  prelacrymal  abscess  on  t  In- 
left  side  that  had  undergone  spontaneous  suppuration,  and  bad 
left  a  fistula  with  impediment  of  breathing  on  the  affected 
side.  The  upper  and  lower  palpebral  conjunctivae  showed  :i 
condition  which  could  easily,  and  was  at  first,  diagnosticated 
as  trachoma.  There  was  swelling  of  the  preauricular  and  cor- 
neal glands*  Examination  of  the  nose  and  pharynx  showed 
marked  changes  in  the  mucous  membrane  and  the  formation 
of  granulation  tissue.  Microscopical  examination  of  excised 
portions  of  the  conjunctiva  from  the  lower  lid  established  \\ ii li 
certainty  that  the  process  was  of  ;i  tuberculous  nature ;  but 
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those  portions  taken  from  the  upper  lid  showed  no  signs  of 
tuberculosis,  but  simply  chronic  hyperplasia.  Regarding  the 
latter  it  is  still  to  be  determined  whether  this  non-specific  por- 
tion of  the  process  is  caused  by  the  tuberculous  area.  Either 
it  is  due  to  the  toxic  effect  of  the  tubercle  bacilli,  which  causes 
chronic  thickening,  by  reason  of  a  long  continued  influence, 
or  the  continued  irritation  due  to  the  presence  of  these  toxins 
may  give  rise  to  secondary  changes  in  the  conjunctiva  without 
any  specific  influence  being  exerted  by  the  toxins  themselves ; 
or  finally,  there  may  be  a  mixed  infection  in  such  a  long  ex- 
posed tuberculous  area,  whereby  organisms  other  than  the 
tubercle  bacilli  may  give  rise  to  the  secondary  involvement. 
That  non-tuberculous  changes  may  occur  in  tissues  surround- 
ing tuberculous  areas  is  illustrated  in  other  tuberculous  in- 
flammatious  of  mucous  membranes,  such  as  pleurisy,  menin- 
gitis, and  arthritis. — Phila.  Med.  Journal,  February  9,  1901. 

AMBLYOPIA  FOLLOWING  THE  INTOXICATING  USE  OF 
JAMAICA  GINGER. 

Edward  Stieren  (Journal  of  the  American  Medical  Asso- 
ciation, January  5,  1901)  finds  eight  recorded  cases  in  Ameri- 
can ophthalmic  literature  of  blindness  following  the  ingestion 
of  ginger.  His  case  was  that  of  a  man,  36  years  of  age,  who 
had  been  drinking  heavily.  On  sobering  up  in  a  place  where 
he  could  not  obtain  liquor,  he  consumed  one  dozen  ounce-bot- 
tles of  Jamaica  finger  in  one  forenooon.  About  noon  he  fell 
into  a  deep  stupor,  from  which  he  awoke  about  3  P.M.*,  totally 
blind.  Treatment  consisted  in  confinement  to  bed  in  a  dark 
room;  three  hot  foot  baths  were  given  during  the  night,  and 
twenty  grains  each  of  calomel  and  compound  jalap  powder  in 
divided  doses ;  also  two  one-eighth  grain  doses  of  pilocarpine 
mur.  hypodermically.  The  pilocarpine  and  calomel  were 
continued  for  two  days,  when  they  were  discontinued  and 
twenty-grain  doses  of  potassium  iodide  given.  On  the  fifth 
day  his  vision  was  20/30  in  each  eye.  The  lesion  in  these  cases 
is  believed  to  be  a  retrobulbar  neuritis. 
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QUEER  BEHAVIOR  OF  A  BIT  OF  GLASS  WITHIN 

THE  EYE. 
By  CHAS.  H.  BEAKD,  M.D., 

CHICAGO. 

G\Y.  G.,  aged  thirty-two,  a  chemist  for  the  Standard 
•  Oil  Company,  consulted  me  on  March  10th,  1899, 
relative  to  an  injury  of  the  left  eye.  Two  days  before  he  had 
been  making  certain  tests  which  consisted  in  filling  strong 
glass  globes  with  gases,  sealing  them  tightly,  and,  by  means 
of  inserted  wires,  producing  an  electric  spark  therein,  and 
igniting  the  gas.  The  considerable  pressure  thus  generated 
proved  too  great  for  one  of  the  globes,  which  exploded  with 
great  violence,  many  fragments  of  glass  striking  the  experi- 
menter in  the  face.  The  patient  at  once  sought  the  services 
of  a  physician,  who  removed  all  those  bits  that  he  could  find 
and  gave  him  a  solution  of  atropin  for  the  eye.  The  latter, 
however,  became  painful,  and  these  were  the  conditions  I 
found  : 

A  moderate,  or  light,  plastic  iritis  with  a  tendency  to  ad- 
hesion  interiorly:    :in    angular,  \  alve-like  wound    through    the 

cornea  jusl  exterior  to  the  center,  the  two  sides  of  the  dap 
covering  which  would  each  measure  about   two  millimeters. 
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Although  the  anterior  chamber  was  not  obliterated  when  the 

eye  was  first    looked    :il  ,  light    pressure  on  the  lids  caused    the 

aqueous  1<»  escape  freely  through  the  wound,  A.  tiny  abra- 
sion of  the  anterior  capsule  of  the  lens  directly  behind  the 
corneal  wound,  bul  absolutely  u<>  trace  of  any  injury  to  the 
substance  of  the  crystalline.     It  was  evident   thai  the  same 

instrument  which  h.-id  punct  ured  t  he  cornea  h:id  pricked  the 
anterior  capsule.  The  most  careful  scrutiny  failed  to  reveal 
the  foreign  body  anywhere  within  the  eve.  The  media  were 
clear  and  the  fundus  normal  with  the  exception  of  an  area  of 

<i<lem:i  of   the  retina,  occupying  the  center  of  the  infero-tem- 

poral  quadrant.  The  central  vision  was  normal,  hut  a  blur 
was  present  in  the  supero-nasal  Held.  Bad  a  particle  of 
glass  or  other  material  lodged  within  the  eve  and  become  lost 
to  view,  or  had  n  needle-like  piece  punctured  the  cornea,  jab- 
bing the  lens,  and  been  withdrawn?  All  subsequent  actions, 
or  rather  reactions  of  the  eve,  argued  in  favor  of  the  first 
proposition. 

The    patient    came    to   my   office   every   day  for  one  week. 

Meanwhile  the  eye  had  become  quiet,  the  corneal  wound  had 
healed,  mid  the  iritis  had  disappeared.  I  had  also  made  sev- 
eral exhaustive  but  rain  searches  for  n  foreign  body.     Bv  the 

cud  of    the  week    u  nniist  akahle    det:ichinent  of   the  retina    had 

occurred  .-it  the  site  of  the  primary  oedema.  The  large  vein 
traversing  the  area  occupied  a  ridge  from  which  Its  branches 

fell  off  like  the  veins  from  the  stem  of  a  wilted  leaf — not 
fiat  mid  Straight  like  those  of  a  fresh,  crisp  leaf,  as  they 
should,  and  several   grayish,  opuque   streaks   appeared    in    the 

affected  portion. 

The   patient  was  at  once  sent    to   the    L'assavanl    Hospital, 

put  to  bed  and  not   permitted  to  rise  from  a  recumbent   posture 

on  any  account;  both  eyes  were  kept  bandaged,  and  he  was 
given  daily  hypodermics  of  the  muriate  of  pilocarpine,  in- 
creasing same  until  full  physiological  effects  were  obtained. 

After    fourteen    days   of   such   treatment   the  retina  was  found 

to  he  re-attached.  About  this  time  another  attach  of  iritis 
supervened,  mid  again  I  made  n  careful  search  for  a  foreign 
body.  I  discovered  a  yellowish-white  fungus-like  growth  on 
the  iris  near  the  bottom  of  the  anterior  chamber.     On  April 

2d   I  called  Dr.   Hot/    in    consultation,  and    he    inclined    to   the 
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belief  thai  the  foreign  body  was  hidden  in  tliis  jrrowth.  Ah  n 
result,  <>n  the  following  day,  April  ."id,  I  made  an  incision 
with  :i  keratotome  straight  downwards,  an  assistant  holding  a 
delicate  cotton  sponge  jusl  beneath  the  knife  to  catch  the 
aqueous,  together  with  whatsoever  it  might  contain.  With 
the  firsl  gush  of  the  aqueous  most  of  the  fungus  escaped;  the 
rest  was  easily  removed  with  forceps.  No  foreign  body  was 
found,  although  it  was  sought  for  with  the  aid  of  toilet-for- 
ceps and  a  delicate  spatula.  The  eye  recovered  readily  from 
the  operation;  but  on  the  night  before  the  patient  wasto  leave 
the  hospital,  in  :i  lit  of  nightmare,  he  threw  himself  from  his 
bed  and  struck  the  bandaged  eye  on  the  corner  of  a  glass  table 

SO  violently  ;is  to  open  the  kei;it  ot  onie  incision  :md  c;nise  pro- 
fuse bleeding.  Singularly  enough,  when  the  eye  cleared  up — 
which  it  did  very  (juickly — the  retina  was  found  undisturbed. 

The  patient   wms  sent,  home,  bill   :iftcr  ;i  few  d:i\s  (April    l'.Mh. 

18!)!))  he  came  to  my  ontce  with  another  attack  of  iritis,  and 
with  a  bit  of  (//ass  plainly  visible  in  the  anterior  chamber. 
Mr.  G.  stated  that,  on  the  evening  before,  he  had  gone  down 
into  the  basement  of  his  house  to  attend  to  the  furnace,  and 

that   in  attempting  to  look   at  the  b:i,rs  of   the  <rr;ile  therein  he 

had  -looped  forward,  Lowering  his  head  almost  to  the  floor ; 
that  in  doing  so  he  Imd  felt  :i  peculiar  sensation  in  the  eye  as 
if  somei hing  had  given  away. 

Here    then,  after    sis   weeks,   w;is    the    foreign    body  which 
had   been    the   cause   of   nil  our  :in\iet  y ,  ;ind   I  resolved  not    t<> 

Lose  sight  of  it  before  making  an  attempt  to  extract  if.  I 
placed  the  patient  in  the  operating  chair  at  once,  and,  with 
the  aid  of  Dr.  E.  L.  Bchwarz,  set  about  it.  I  fancied  that, 
by  making  an  incision  as  before,  if  the  glass  did  not  come 
away  with  the  aqueous  I  might  be  able  to  grasp  it  with 
smooth-jawed  forceps.  With  the  obliteration  of  the  anterior 
chamber,  however,  the  foreign  body  was  caught  tightly  be- 
tween the  iris  and  cornea,  even  pushed  down  into  the  stroma 
of  the  irk  jo  deeply  that  it  was  nearly  lost  in  the  excavation 
thus  made,  and  resisted  all  attempts  to  remove  it  with  forceps. 
I  feared  that  a  sharp  angle  would  pierce  the  iris  and  anterior 
capsule,  so  taking  the  iridectomy  forceps  I  quickly  siezed  the 
irk  on  either  side  of  the  depression  containing  tin-  glass,  with- 
drew it  and  made  an  iridectomy  which  included  the  • 
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The  fragment  was  of  rhomboid  shape  and  measured  3  by  1 
by  3/5  millimeters.  The  eye  recovered  promptly  and  has 
remained  healthy  and  quiet. 

I  last  saw  the  patient  in  January  of  the  present  year 
(1901);  the  vision  and  refraction  in  the  operated  eye  at  that 
time  were : 

L.V.  =2%0;  2%5  w.  +  0.5  c.  ax  180°. 

By  ophthalmoscopic  examination  at  this  time  the  retina 
was  found  to  be  normal.  The  onlv  indications  of  there  having 
been  anything  wrong  at  the  site  of  the  detachment  were  a 
few  tiny  orange-colored  spots,  and  a  few  crystals  of  choles- 
terine  in  the  corresponding  portion  of  the  choroid. 

Clearly,  to  my  mind,  the  foreign  body  had  been  all  this 
while  in  the  posterior  chamber.  As  to  the  manner  in  which 
it  got  into  this  chamber  one  can  only  surmise.  It  is  barely 
possible  that  it  passed  through  the  iris,  although  there  was  no 
cicatrix  visible,  and,  besides,  the  relative  positions  of  the  cor- 
neal and  the  capsular  wounds  argued  against  such  a  supposi- 
tion. It  may  have  stuck  for  a  time  in  the  anterior  capsule, 
then,  after  the  mydriasis  from  the  atropin  occurred,  it  might 
have  let  go  and  fallen  behind  the  iris.  Or  it  might  nave 
lodged  first  in  the  anterior  chamber,  and  later,  through  some 
prone  position  of  the  head,  have  slid  over  the  pupillary  margin 
into  the  neighboring  chamber.  Certain  it  is,  in  my  opinion, 
that  there  was  where  the  foreign  body  Lurked  from  the  time 
I  first  saw  the  case  until  the  evening  before  it  was  removed. 

•  It  is  doubtful,  owing  to  the  small  size  of  the  particle, 
whether  the  Roentgen  rays  would  have  been  of  service  in  lo- 
cating it,  but  these  would  soon  have  been  resorted  to  had  con- 
ditions  not  changed  as  they  did.  Yet,  even  had  the  position 
of  the  glass  been  thus  determined,  any  attempt  to  extricate 
it  from  its  original  situation  would  have  meant  more  trauma- 
tism and,  possibly,  disaster. 
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THE  ESTIMATION  OF  THE  DANGER  OF 
SYMPATHETIC  OPHTHALMITIS.* 

By  EDWARD  JACKSON,  M.D., 

Ophthalmologist  to  the  Arapahoe  County  Hospital;  Consultant  in  Ophthalmology  to 

St.  Anthony's  Hospital,  Denver;  Emeritus  Professor  of  Diseases  of  the  Eye 

in  the  Philadelphia  Polyclinic. 

CASE  I. — A  woman,  aged  60,  came  with  a  history  that 
three  years  before  she  had  suffered  from  violent  inflam- 
mation of  the  left  eye,  which  had  lasted  for  nine  months. 
The  inflammation  had  followed  a  traumatism,  but  there  was 
no  evidence  of  a  penetrating  wound.  Two  years  afterward 
inflammation  had  occurred  in  the  right  eye.  In  neither  eye 
had  there  been  any  relapse  or  recurrence  of  inflammation.  In 
neither  eye  was  the  tension  diminished.  The  left  eye,  with 
the  pupil  dilated,  counted  fingers  at  two  feet;  the  right  eye 
at  three  feet.  The  right  eye  showed  three  broad,  posterior 
synechias.  The  left  pupil  was  bound  down,  except  at  the 
upper  sixth  of  its  circumference.  This  patient  had  consulted 
five  ophthalmologists  of  large  experience,  three  of  whom  ad- 
vised enucleation  of  the  left  eye  to  prevent  blindness  of  the 
right.  The  same  measure  had  been  strongly  urged  by  two 
general  practitioners  who  had  charge  of  her  case. 

Case  II. — A  man,  aged  61,  had  suffered  twelve  years  be- 
fore from  cataract  of  the  right  eye  which  followed  typhoid 
fever.  Early  in  January,  during  an  attack  of  the  grip,  acute 
glaucoma  occurred  in  the  eye.  The  ophthalmologist  called  in 
did  iridectonry  under  cocaine,  and  during  the  operation  the 
hypermature  lens  "  popped  out  upon  his  sleeve."  Next  day 
the  eye  showed  some  vision  and  continued  to  improve.  But 
the  corneal  scar  bulged,  the  eye  continued  sensitive  and 
slightly  painful,  and  the  operator  strongly  urged  that  it  be 
enucleated.  Disagreement  as  to  this  brought  the  patient  to 
me  six  weeks  later. 

I  found  the  tension  of  the  operated  eye  was  not  dimin- 
ished, but  it  was  at  times  somewhat  increased.  The  bulging 
of  the  corneal  scar  seemed  sufficient  to  account  for  the  pain 
and  hyperemia.  There  were  no  symptoms  of  sympathetic 
trouble  in  the  other  eye.     At  the  end  of  three  months  the 
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operated  eye  had,  with  a  correcting  lens,  central  vision  of  4/2s 
and  a  field  of  considerable  practical  value. 

Case  III. — A  man,  aged  42,  came  to  me  with  the  history 
that  nine  years  before  his  left  eye  was  lost  by  an  accident 
while  gunning.  A  shot  was  supposed  to  have  penetrated  the 
sclera  at  the  nasal  side  and  to  have  lodged  in  the  eyeball. 
The  eye  had  become  free  from  inflammation  in  a  short  time, 
and  had  remained  so,  although  its  tension  was  — T2.  It  pos- 
sessed bare  light  perception.  A  week  ago  the  right  eye  had 
become  the  seat  of  a  violent  iritis,  which  a  colleague  refused 
to  treat  unless  he  was  permitted  to  enucleate  the  blind  eye, 
evidently  believing  that  he  had  to  deal  with  a  case  of  sympa- 
thetic inflammation.  But  there  was  no  hyperemia,  tender- 
ness, or  other  disturbance  of  the  blind  eye.  The  acute  iritis 
had  not  the  special  characters  of  a  sympathetic  inflammation, 
and  had  come  on  after  excessive  eye-work.  I  regarded  it  and 
treated  it  as  a  case  of  rheumatic  iritis.  The  eye  recovered 
with  vision  of  4/3  partly,  which  was  retained;  and  there  had 
been  no  relapse  seven  years  later. 

These  cases  may  serve  as  the  text  for  what  I  have  to  say 
upon  this  subject.  Tacitus  long  ago  observed  that  the  un- 
known is  always  magnified.  In  our  ignorance  of  the  essential 
nature  of  sympathetic  ophthalmitis  the  possibility  of  its  oc- 
currence is  calculated  to  arouse  a  terror  of  it,  that  is  fatal  to 
calm  judgment.  Among  general  practitioners  this  state  of 
mind  is  quite  common.  We  have  all  seen  cases  referred  for 
decision  as  to  the  necessity  of  enucleation,  where  there  was 
not  the  slightest  reason  to  suspect  a  need  for  it.  These  of 
course  must  be  considered  along  with  the  cases  in  which 
sympathetic  inflammation  is  allowed  to  develop  before  the 
danger  of  it  was  seriously  considered.  Both  classes  are  clue 
to  lack  of  acquaintance  with  the  disease,  or  carelessness  re- 
garding its  possible  indications.  But  with  the  very  best 
knowledge  of  it  that  we  have  and  the  most  careful  watching, 
there  still  remains  an  uncertainty  regarding  sympathetic 
ophthalmitis  which  is  necessarily  sometimes  alarming.  Can- 
not this  uncertainty  be  somewhat  lessened  by  a  better  under- 
standing of  a  few  cardinal  symptoms  that  may  serve  as  land- 
marks ? 

In  the  first  place,  sympathetic  ophthalmitis  follows  injury. 
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But  as  a  rule  it  follows  only  such  injuries  as  cause  penetration 
of  the  sclero-corneal  coat  with  infection  of  its  contents.  I 
have  never  seen  a  case  in  which  the  history  of  such  an 
injury  was  lacking.  I  know  that  a  number  of  cases  are  re- 
ported as  cases  of  sympathetic  disease  in  which  the  injury 
was  not  attended  with  such  perforation.  But  I  do  not  know 
of  any  such  case  in  Avhich  the  course  of  the  disease  was  at  all 
the  typical  course  of  sympathetic  inflammation.  Anomalous 
cases  should  always  be  scanned  most  critically.  And  it  is 
illogical  to  admit  as  a  case  of  sympathetic  inflammation,  one 
that  arises  in  an  exceptional  way,  unless  its  symptoms  and 
course  are  characteristic,  and  make  it  certain  that  no  other 
explanation  of  its  character  is  reasonable. 

Secondly.  Sympathetic  inflammation  does  not  follow  mere 
injury  of  the  exciting  eye,  whatever  its  character.  If  the  in- 
jured eye  wholly  recovers  it  never  excites  sympathetic  oph- 
thalmia. Only  when  it  remains  permanently  impaired  and 
the  seat  of  a  distinct  irido-cyclitis  does  it  endanger  the  other 
eye.  Among  the  symptoms  of  this  special  form  of  irido- 
cyclitis, diminished  tension  of  the  eyeball  is  so  constantly 
present  that  its  absence  should  almost  rule  out  danger 
from  sympathetic  inflammation. 

Third.  The  course  of  sympathetic  inflammation  is  on  the 
whole  quite  characteristic.  It  is  marked  by  an  insidious 
onset,  the  absence  of  which  was  an  important  fact  in  case  ;> 
of  the  above  series.  It  shows  a  strong  tendency  to  tempo- 
rary improvement  and  relapse.  By  the  time  the  inflamma- 
tion has  become  severe  there  is  generally  reduction  of  intra- 
ocular tension.  In  all  cases  of  sympathetic  inflammation 
there  is  organic  disease  of  the  uveal  tract.  This  is  speaking 
of  the  disease  as  we  know  it;  a  disease  liable  to  cause  blind- 
ness of  the  sympathizing  eye. 

Finally.  The  greatest  confusion  has  sprung  from  lack  of 
discrimination  between  sympathetic  irritation  and  sympathetic 
inflammation.  Under  the  bead  of  sympathetic  ophthalmia 
both  are  included,  although  the  former  is  clearly  not  an  in- 
flammation of  the  eye,  but  ;i  neurosis.  Thai  the  essential 
pathologic  condition  of  this  neurosis  may  he  ;i  factor  In  caus- 
ing sympathetic  inflammation  is  quite  possible.  Still  the 
common  differences  in  the  lesions  of  the  exciting  eye,  and  of 
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the  time  that  has  elapsed  since  the  injury,  seem  to  indicate 
that  sympathetic  inflammation  and  sympathetic  irritation  arc 
quite  distinct.  At  least  this  is  clear,  that  sympathetic  inflam- 
mation has  its  peculiar  essential  factor  quite  apart  from  the 
neurosis. 

It  would  seem  absurd  to  waste  time  in  insisting  on  this 
distinction  between  sympathetic  inflammation  and  sympathetic 
irritation  were  it  not  so  persistently  ignored,  even  in  most  re- 
cent literature.  While  preparing  this  paper  there  comes  to 
hand  La  Clinique  Ophthalmologiqut  of  March  2"),  1901,  in 
which  Guibert  reports  four  cases  of  "  sympathetic  ophthal- 
mia "  ;  one  of  which  was  a  case  of  typical  sympathetic  inflam- 
mation, one  of  irritation  without  any  inflammatory  symptoms, 
and  two  anomalous  cases  in  which  sympathetic  irritation 
was  probably  complicated  by  BOme  Borl  <>f  inflammation,  but 
which  were  not  cases  of  sympathetic  ophthalmitis.  Yet  he 
proceeds  to  generalize  upon  them  as  though  they  were  all  in- 
stances of  one  and  the  same  pathological  condition. 

A  clear  discrimination  between  sympathetic  ophthalmitis 
and  sympathetic  irritation  is  of  the  greatest  practical  impor- 
tance. The  confusion  of  these  two  conditions  LS  responsible 
for  much  of  the  uncertainty  that  still  exists  regarding  sympa- 
thetic ophthalmia.  A  careful  examination  of  the  literature 
will  show  that  most  of  the  anomalous  oases,  the  cases  that 
confuse  and  blur  the  clinical  picture  of  sympathetic  ophthal- 
mitis, really  are  cases  of  sympathetic  irritation. 

But  sympathetic  irritation  is  a  condition  about  which  we 
do  not  need  to  worry  our  patients  or  ourselves  before  it 
actually  arises.  No  matter  how  severe  or  how  Long  continued  it 
may  be,  it  can  be  cured  by  removal  of  the  exciting  eye  at  any 
time.  Donders'  case  of  restoration  of  normal  vision  in  the 
sympathizing  eye,  after  two  years  of  blindness,  within  a  few 
hours  following  the  enucleation  of  the  exciting  eye,  is  an  ex- 
treme yet  typical  instance.  We  are  never  compelled  to  do  a 
prophylactic  enucleation  for  sympathetic  irritation.  Indeed 
one  is  not  justified  in  doing  enucleation  or  its  substitute- 
merely  to  prevent  the  possible  occurrence  of  a  condition  that 
will  be  so  readily  and  certainly  curable  if  it  should  arise.  The 
condition  that  we  do  have  to  guard  against  by  prophylactic 
enucleation    is    one   marked   in    every    case    by   the    organic 
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changes  of  inflammation,  and,  as  I  believe,  always  of  inflam- 
mation involving  the  uveal  tract. 

Every  report  of  a  case  of  < '  sympathetic  ophthalmia ' ' 
which  does  not  make  clear  that  the  case  does  or  does  not  belong 
to  this  class  merely  adds  to  our  confusion  and  thus  is  harmful. 
It  is  certain  that  most  cases  of  sympathetic  disease,  arising 
long  after  the  injury  of  the  exciting  eye,  or  from  non-perfor- 
ating injuries,  or  which  are  excited  by  eyes  that  have  under- 
gone degenerative  changes  without  traumatism,  are  cases  of 
sympathetic  irritation.  Of  the  same  nature  are  most  of  the 
cases  that  arise  after  the  exciting  eye  has  become  quiet  and 
free  from  tenderness.  But  we  cannot,  from  the  literature, 
feel  sure  that  all  cases  that  arise  under  such  circumstances  are 
of  this  less  dangerous  character. 

When  this  confusion  of  sympathetic  irritation  and  inflam- 
mation has  been  cleared  away,  and  our  ideas  concerning  the 
latter  are  rendered  more  definite,  we  shall  probably  be  able  to 
distinguish  very  clearly  the  clinical  picture  of  sympathetic  in- 
flammation, and  the  exact  conditions  that-are  likely  to  be  fol- 
lowed by  it.  Even  now  a  sufficiently  accurate  estimate  of 
that  danger  may  be  formed  to  avoid  hastily  condemning  to 
enucleation  cases  like  those  narrated  above.  Such  an  estimate 
should  also  prevent  the  sending  out  into  the  community  of  pa- 
tients who,  after  being  told  that  they  would  "go  blind  "  un- 
less they  submitted  to  enucleation,  have  lived  for  many  years 
without  going  blind,  and  without  suffering  the  annoyances  of 
an  artificial  eye.  Patients  with  such  a  history  teach  their 
friends  how  little  surgeons  know  about  the  matter ;  and  ulti- 
mately cause  blindness  by  leading  some  one  to  refuse  enuclea- 
tion when  it  is  really  needed. 
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CINCINNATI,  OHIO. 

THE  thin  shell  of  bone  separating  the  orbital  tissues  on  the 
one  side  from  the  nasal  structures  on  the  other  has  sub- 
served the  purpose  of  a  true  and  impervious  boundary  wall 
between  the  eye  and  the  nose. 

The  structures,  functions  and  purposes  of  the  eye  and  its 
auxiliary  tissues  are  so  very  different  from  those  of  the  nose 
that  some  oculists  disdain  such  an  apparently  alien  neighbor 
as  the  nose ;  and,  on  the  other  hand,  a  few  rhinologists  boast 
of  knowing  as  little  of  the  eye  as  of  the  bones  of  the  foot. 

A  true  boundary  between  the  eye  and  the  nose  does  not  in 
reality  exist;  on  the  contrary  there  is  a  very  intimate  connec- 
tion. Beside  mere  contiguity,  there  are  abundant  and  open 
nervo-lympho-vascular  relationships,  so  that  we  should  regard 
the  innervation,  the  lymph  and  blood  circulation  of  the  eye 
and  those  of  the  nose  together  and  not  apart.  The  nasal 
branches  of  the  trigeminus  nerve  supplying  the  ethmoidal, 
sphenoidal  and  frontal  sinuses  are  offshoots  of  the  ophthal- 
mic branches  of  the  same  nerve  lying  within  the  orbit.  The 
arterial  supply  and  the  venous  drainage  of  the  upper  accessory 
sinuses  are  really  part  and  parcel  of  the  ophthalmic  system  of 
arteries  and  veins.  The  lymph  channels  of  the  nasal  attic 
drain  into  the  orbit  where  they  anastomose  with  the  perivas- 
cular, perineural  and  peribulbar  spaces;  anatomical  points 
which  should  open  our  eyes  to  the  fact  that  the  upper  pneu- 
matic cells  of  the  nose  and  the  important  soft  tissues  of  the 
orbit  are  intimately  and  inseparably  associated. 

Kuhnt  says:  "The  orbit  is  surrounded  on  three  sides  by 
accessory  nasal  cavities  lined  with  mucous  membrane,  the  veins 
from  which  empty  directly  into  the  ophthalmic  veins." 

Since  this  paper  deals  more  particularly  with  the  sphenoidal 
cell  in  relation  to  optic  neuritis,  it  will  do  no  harm  to  make  a 
tour  of  inspection  of  this  cavity.  After  considerable  difficulty 
we  find  the  narrow  opening  leading  into  the  cavity  of  the 

♦Read  at  the  meeting  of  the  Western  Ophthalmologic  and  Oto-Laryn- 
gologic  Association,  held  in  Cincinnati,  Ohio,  April  11-12,  1901. 
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sphenoidal  body.  We  crawl  through  the  small  entrance  and 
drop  inside.  It  is  dark,  stuffy  and  quite  unattractive.  The 
single  window  admits  of  no  air  current,  there  being  no  coun- 
ter-opening. Its  irregular  walls  are  lined  with  glistening, 
thin  and  pale  mucous  membrane,  which  is  almost  entirely  de- 
void of  glands.  We  hear  the  ominous  and  rhythmical  rush  of 
arterial  blood  as  it  courses  through  the  large  vessels  lying  just 
beyond  the  confines  of  the  cavity.  We  note  the  low  musical 
whirr  of  venous  blood  circulating  through  the  ophthalmic 
vein  and  the  cavernous  sinus.  The  quiet  nasal  respiration  of 
the  Gulliver  whose  sphenoidal  caves  we  Lilliputs  are  explor- 
ing, sounds  like  the  mighty  roar  of  a  tornado.  The  cavity 
echoes  and  augments  the  sound.  The  guide  points  to  the 
irregular  ceiling  and  tells  us  that  just  on  the  other  side  of  the 
thin  covering  of  the  sphenoidal  cell  lies  the  optic  chiasm.  He 
touches  the  outer  wall  near  the  ceiling  with  his  Alpine  stick 
and  announces  that  the  optic  foramen  is  there,  and  that  the 
optic  nerve  at  that  point  lies  against  the  cell-wall  itself.  He 
tells  us  that  the  wall  here  is  exceedingly  thin  and  in  some 
cases  membranous.  He  warns  us  not  to  lean  on  the  outer 
wall,  for  we  might  compress  the  ophthalmic  vein  or  tickle  the 
fifth  nerve,  or  irritate  the  third,  fourth  or  sixth  nerves  which 
pass  just  on  the  outside. 

We  perceive  at  once  that  if  this  gloomy,  stuffy,  illy- venti- 
lated cell  should  become  infected  with  pus-formers,  resulting 
in  abscess,  or  even  if  it  became  the  seat  of  a  less  violent  but 
infective  inflammation,  the  important  outlying  ocular  struc- 
tures would  be  in  real  jeopardy.  In  the  former  case  the  lat- 
eral wall  of  the  cell  mi^ht  become  swollen  or  even  buloinor 
Perhaps  there  would  be  more  or  less  pinching  of  the  nerves 
and  vessels  passing  through  the  optic  foramen  and  the  sphe- 
noidal fissure.  A  neuritis  from  compression  would  result.  In 
the  latter  case  some  of  the  infection  existing  in  the  stroma  of 
the  mucous  membrane  lining  the  ethmoidal  and  sphenoidal 
cells  might  be  taken  up  by  the  venous  and  lymph  circulation 
to  be  carried  into  the  larger  channels  of  the  orbit.  This  would 
mean  infection  and  swelling  of  the  orbital  lymph  spaces,  slug- 
gish eireulation  in  those  spaces  and  even  stasis,  and  the  sub- 
dural lymph  space  of  the  optic  nerve  would,  in  some  cases  at 
least,  become  affected.      Thus  a  true  interstitial  optic  neuritis 


140  Derrick   T.    Vail. 

might  result.  Pain  in  and  around  the  eye  would  in  many 
cases  be  a  prominent  symptom,  due  either  to  direct  compres- 
sion of  the  ophthalmic  division  of  the  fifth  nerve  where  it 
passes  through  the  sphenoidal  fissure,  or  reflexly  from  the 
sinusitis  via  the  anterior  and  posterior  ethmoidal  nerves — 
branches  of  the  ophthalmic.  Septic  matter  taken  up  by  an 
open  vein  may  be  carried  from  the  nose  into  the  veins  of  the 
orbit,  where  in  certain  cases  septic  thrombosis  would  result. 
Hajek  points  out  that  even  the  cavernous  sinus  has  become 
infected  from  the  upper  nasal  veins.  Thrombosis  of  the  orbi- 
tal veins  has  resulted  after  nasal  operations  where  sepsis  of 
the  wound  occurred  and  even  where  the  galvano-cautery  was 
used  on  the  turbinates. 

****** 

We  all  know  how  common  acute  corvza  is.  We  recognize 
and  expect  it  to  be  an  accompaniment  of  grip,  measles,  whoop- 
ing-cough, etc.  We  are  familiar  from  personal  experience 
with  the  distressing  nasal  and  head  symptoms,  and  often  re- 
mark on  the  profuse  rhinorrhcea  that  indicates  the  "  breaking 
up"  of  tjie  cold. 

Modern  authorities  claim  that  sinusitis  very  frequently 
exists  in  those  cases.  The  causes  for  acute  sinusitis  mentioned 
in  the  new  text-books  (Shurly,  L.  Brown,  P.  Brown,  Kyle, 
et  al.)  are  influenza,  the  acute  exanthemata,  infection  from 
nasal  operations,  the  retention  of  secretions  from  nasal  park- 
ings, etc.  Grip  is  conceded  by  all  to  be  the  most  potent 
cause.  Frankel,  of  Hamburg,  found  acute  sinusitis  to  be 
present  in  all  of  one  hundred  and  forty-six  patients  dead  from 
grip.  In  not  a  single  case  was  sinusitis  diagnosed.  Weich- 
selbaum,  of  Vienna,  performed  many  post-mortem  examina- 
tions on  patients  dead  from  grip  and  makes  the  statement  that 
90  per  cent,  had  sinusitis. 

It  is  fortunate  that  the  front  wall  of  the  sphenoidal  cavity 
is  usually  the  thinnest  and  gives  way  first,  otherwise  acute 
retrobulbar  neuritis  and  blindness  would  be  much  more 
common. 

I  leave  it  to  an  abler  pen  than  mine  to  tell  us  how  to  make 
a  positive  diagnosis  of  acute  sinusitis.  I  frankly  admit  that  I 
am  anxious  and  willing  to  be  taught  both  how  to  recognize  it 
and  how  to  cure  it. 
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At  any  rate  we  must  concede  that  acute  empyema  of  the 
ethmoidal  and  sphenoidal  cells  does  occur  as  well  as  necrosing 
ethmo-sphenoiditis,  and  from  that  concession  we  can  safely 
argue  that  we  have  a  well-founded  cause  for  acute  retrobulbar 
neuritis  and  all  the  alarming  accompaniments. 

If  rhinologists  will  grant  that  pus  confined  within  the  cells 
of  the  ethmoid  and  sphenoid  would  cause  inflammation,  thick- 
ening and  bulging  of  their  orbital  walls  or  infection  of  their 
lymph  spaces,  oculists  will,  I  think,  be  able  to  produce  a 
causus  morbi  for  certain  curious  and  acute  retrobulbar  inflam- 
mations affecting  the  optic,  the  fifth  and  sometimes  the  third 
and  sixth  nerves. 

In  case  of  erosion,  thickening  or  bulging  of  the  lateral  wall 
of  the  sphenoidal  cavity,  in  certain  cases  we  would  have  at 
first  compression  of  the  optic  nerve  and  some  choking  of  its 
foramental  part.  This  would  be  resented  by  the  soft  and 
easily  insulted  nerve  fibers  and  their  fine  capillaries  and  lymph 
spaces,  and  the  result  would  soon  be  a  true  interstitial  neuritis 
with  some  distention  of  the  vaginal  sheath  in  front  of  the 
optic  foramen  (and  not  behind  it  in  the  chiasm).  The  neuritis 
would  extend  toward  the  ball,  since  it  would  be  the  distal  end 
which  would  suffer  from  such  strangulation.  In  the  phe- 
nomenon which  follows  putting  a  tight  rubber  band  around 
the  finger,  all  the  swelling  is  on  the  distal  side  of  the  rubber, 
and  so  in  case  of  strangulation  of  the  optic  nerve- at  the  apex 
the  inflammation  would  extend  forwards,  thus  producing  a 
monocular  optic  neuritis.  Other  stages  would. follow  in  rapid 
succession — transudation,  plastic  exudation,  complete  arrest 
of  function,  and  finally  atrophy  and  fibrosis,  which  would  ob- 
literate the  finer  markings  of  the  nerve,  destroying  endoneu- 
rium,  perineurium,  and  neuraxons  alike. 

The  question  might  here  be  asked:  "  In  acute  retrobul bar 
neuritis,  is  there  a  true  choked  disc?"  The  answer  is,  "  No, 
the  artery  and  vein  of  the  disc  enter  the  optic  nerve  only 
about  10  or  15  mm. behind  the  globe \  ;it  thai  poinl  there  is  a 
free  enough  inlet  for  arterial  blood' and  an  outlet  for  venous 
blood  to  prevent  that."  *  The  throttling  of  the  optic  nerve  is 
at  the  foramen,  an  inch  farther  back. 
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A  certain  quiet  type  of  monocular  optic  neuritis  we  all 
have  seen  over  and  over  again.  Hitherto  no  explanation  of 
the  disease  has  been  offered.  We  note  the  presence  of  a  dis- 
tinct exudative  neuro-retinitis  in  one  eye  only  and  the  entire 
absence  of  a  systemic  cause.  The  subjects  are  usually  under 
twenty-five  years  of  age  and  in  apparently  robust  health.  The 
disease  is  ' '  quiet ' '  in  that  there  is  usually  no  involvement  of 
the  fifth  nerve  and  the  amblyopia  is  gradual  and  never  com- 
plete. The  vision  falls  to  20/2oo  or  less,  and  then  there  is  a 
clearing  up  of  the  optic  nerve  exudate  and  with  it  a  gradual 
return  of  sight.  Usually  there  is  no  atrophy  of  the  disc  re- 
sulting, and  only  a  slight  lack  of  definition  at  its  margin  or  a 
small  bunch  of  organized  lymph  along  one  or  two  of  the  ves- 
sels coming  out  of  the  disc  for  a  short  distance  beyond  its 
border.  In  the  four  cases  of  this  class  which  I  had  during 
the  past  year  the  patients  had  had  a  short  time  before  a  mild 
attack  of  "  cold  in  the  head  on  that  side,"  or  of  grip.  Their 
only  symptom  was  foggy  vision.  They  all  recovered  perfect 
sight  by  the  usual  treatment.  In  these  cases  a  balloon  swell- 
ing of  the  turbinates,  which  disappeared  of  its  own  accord 
after  the  eye  recovered,  was  all  that  was  noted  in  the  nose. 
The  writer  does  not  wish  to  claim  that  every  one-eyed  optic 
neuritis  is  of  nasal  origin ;  he  merely  wishes  to  give  the  nose 
the  amount  of  consideration  which  its  intimate  relationship 
with  the  nerve  and  perineural  structures  seems  to  demand. 

We  may  have  three  distinct  types  of  optic  neuritis  from 
nasal  origin : 

(a)  Acute  fulminating  retrobulbar  neuritis,  due  to  mechan- 
ical compression  of  the  optic  and  ophthalmic  divisions  of  the 
fifth  nerve  from  swelling  of  the  lateral  walls  of  the  sphenoidal 
cavity.  This  form  results  in  profound  rapid  amaurosis  asso- 
ciated with  violent  cyclonic  neuralgic  pain. 

(b)  Acute  retrobulbar  perineuritis  and  optic  leptomenin- 
gitis, clue  to  infection  (?)  carried  from  the  nose  via  the  lymph 
channels.  Here  there  is  no  compression  neuritis  like  in  the 
foregoing  class,  but  there  is  infection  and  swelling  of  the  sub- 
vaginal  and  perineural  lymph  spaces."  It  is  manifest  that  this 
class  is  free  from  pain  and  that  the  amaurosis  is  much  less 
marked,  although  the  ophthalmoscopic  picture  is  much  the 
same  as  in  class  "  a." 


Optic  Neuritis  from  Intra-N'asal  Disease.  143 

(c)  Retrobulbar  optic  neuritis  secondary  to  septic  venous 
thrombosis,  the  origin  of  which  is  intranasal  in  a  vast  majority 
of  cases. 

In  the  acute  fulminating  retrobulbar  neuritis  the  symp- 
toms are  profound  and  unmistakable.  The  patient  first  notices 
twinges  of  pain  in  eyeball,  brow  and  temple.  Pain  soon  be- 
comes unbearable  in  some  cases.  The  eye  becomes  slightly 
congested,  suffused  with  tears,  rotation  painful,  pupil  slightly 
dilated  and  very  sluggish.  Tension  normal,  vision  very  bad, 
soon  becoming  entirely  or  nearly  abolished.  At  first  only 
slight  hyperemia  of  the  optic  disc  is  noticed,  soon  followed 
by  marginal  indistinctness,  due  to  filmy  exudate.  Veins  now 
become  overfilled  but  not  tortuous;  optic  nerve  slightly 
swollen,  generally  less  than  1  D.  The  exudate  extends  a  short 
distance  into  the  retina  surrounding  the  nerve-head.  The  dis- 
ease runs  a  very  acute  course.  The  pain  soon  subsides;  the 
vision  begins  to  return  in  from  three  to  ten  days  after  the 
onset;  the  exudate  disappears.  Daily  tests  of  the  visual  field 
show  rapid  return  of  whole  segments.  The  center  of  the  field 
is  slow  in  returning ;  in  some  cases  central  scotoma  remains 
permanently.  The  optic  nerve  now  becomes  distinctly  atro- 
phic, especially  on  the  temporal  side  of  the  disc,  representing 
the  papillo-macular  bundle  of  fibers ;  the  blood-vessels  are  not 
much,  if  any,  reduced,  and  finally  in  favorable  cases  there  is 
complete  restoration  of  sight.  The  above  symptoms  are  culled 
from  my  notes  of  a  case  I  had  nine  months  ago  in  which 
necrosing  ethmoiditis  and  sphenoiditis  were  positively  present. 
The  optic  nerve  atrophy,  which  is  usually  but  partial,  remains 
unchanged  for  the  balance  of  the  patient's  life. 

Deyl  (in  Norris  and  Oliver)  states:  "Acute  retrobulbar 
neuritis  is  characterized  by  its  sudden  and  fulminating  incep- 
tion, generally  accompanied  by  severe  pain  in  eye,  back  of 
eye,  forehead  and  head;  rapid  and  marked  disturbance  of 
vision  amounting  to  blindness  in  from  one  to  several  <lavs  and 
sometimes  in  a  few  hours/'  but  he  makes  no  mention  of  a 
possible  nasal  origin,  excepting  that  it  is  due  to  "  influenza  M 
in  many  oases. 

Elschnig  says:  "The  lesion  is  primary  interstitial  neuritis 
— catching  cold  the  only  assignable  <-:iusc. 

De  Lapersonne  ( Ixnapp's  Archives,  1900)  declares  optic 
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neuritis  of  this  kind  to  be  clue  to  ethmoid  and  sphenoid  dis- 
ease. He  states  that  the  eye  symptoms  draw  our  attention  to 
the  sinus  disease  that  had  been  overlooked.  He  makes  use  of 
the  following  words :  "The  most  frequent  ocular  symptoms 
of  sphenoiditis  is  a  retrobulbar  neuritis  localized  in  the  optic 
canal."  He  reported  three  cases  of  unilateral  acute  retro- 
bulbar neuritis  which  led  to  the  discovery  of  extensive  patho- 
logical changes  in  sphenoidal  and  posterior  ethmoidal  cells. 

Berger  says:  "Optic  neuritis  may  develop  from  acute  in- 
fective disease  in  the  nasal  accessory  sinuses.", 

Hansell,  of  Philadelphia  (Med.  and  Surg.  Rej).,  1896), 
reports  a  case  of  blindness  from  ethmoidal  and  sphenoidal 
disease.  The  nasal  disease  was  distinctly  present  and  the 
diagnosis  seemed  perfectly  clear. 

Hajek,  in  his  classical  work  on  the  nose,  states:  "If  the 
bony  framework  of  the  sphenoidal  cell  is  involved  from  sinu- 
sitis, serious  complications  result,  rapid  blindness — monocular, 
has  been  observed  many  times.  The  cause  is  either  pressure 
against  the  optic  nerve  at  its  orbital  entrance,  or  perineuritis, 
each  meaning  that  the  bony  wall  has  been  eroded."" 

Dr.  C.  R.  Holmes,  of  this  city,  reported  in  Khapp'8 
Archives  of  Ophthalmology ,  1896,  a  clear  ease  of  acute  retro- 
bulbar neuritis,  due  to  sphenoiditis,  presenting  all  the  classical 
symptoms  and  recovering  after  a  considerable  quantity  of  pus 
had  been  liberated  from  the  sinus.  He  illustrated  his  com- 
plete report  by  anatomical  drawings  from  sections  he  had 
made.  I  had  the  pleasure  and  opportunity  of  working  with 
him  throughout  that  case,  which  I  believe  was  the  first  of  its 
kind  published,  demonstrated  and  explained.  But  if  you  will 
scan  the  literature  from  the  time  Helmholtz  gave  us  the  oph- 
thalmoscope clown  to  the  present,  you  will  find  reported  dozens 
and  dozens  of  cases  of  acute  blindness  in  one  eye  associated 
with  the  ocular  symptoms  mentioned,  and  in  a  very  few  you 
will  find  mention  made  of  the  nose.  This  statement  stands 
true  up  to  the  present  day.  The  object  of  my  essay  is  to  call 
attention  to  the  fact  that  the  nose  is  usually  not  thought  of 
in  this  disease.  The  unfortunate  circumstance  in  the  make-up 
of  this  naso-ocular  disease  is  the  fact  that  rhinoscopy  usually 
fails  to  reveal  more  than  a  slight  and  apparently  simple  acute 
boggy  swelling  of  the  turbinates.  The  ocular  symptoms  en- 
tirely overshadow  the  nasal. 
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In  the  diagnosis  of  acute  retrobulbar  neuritis  we  would 
have  to  exclude  all  other  » diseases  and  conditions,  such  as 
glaucoma,  orbital  neoplasms,  cerebral  syphilis,  brain  tumors 
and  abscesses,  poisoning  from  lead,  quinine,  tobacco,  stra- 
monium, iodoform  and  the  other  toxic  substances,  diabetes, 
albuminuria,  malaria,  anaemia,  chlorosis,  specific  neuroretinitis, 
embolism  of  the  central  arter}r,  and  hysterical  amblyopia.  In 
the  presence  of  any  of  these  in  a  given  case  the  diagnosis  of 
optic  neuritis  from  endorhinitis  would  hardly  stand. 

The  striking  features  of  acute  fulminating  retrobulbar 
neuritis  from  nasal  origin  are  : 

(a)  The  rapid  onset,  course,  duration  and  termination  as 
compared  with  other  forms  of  optjc  neuritis. 

(b)  The  presence  of  excruciating  pain,  involving  most  all 
of  the  branches  of  the  first  division  of  the  fifth  nerve. 

(c)  The  complete  loss  of  vision  in  a  short  space  of  time 
after  the  onset  (from  a  few  hours  to  a  few  days),  and  the 
rapid  return  of  fair  vision  in  most  of  the  cases  with,  however, 
more  or  less  optic  nerve  atrophy  and  frequently  with  absolute 
or  relative  central  scotoma. 

(d)  The  absence  in  many  cases  of  positive  evidence  within 
the  nose  that  the  trouble  is  of  nasal  origin.    . 

The  treatment  will  suggest  itself.  Inasmuch  as  blood- 
letting is  indicated  anyway,  I  would  not  hesitate  to  remove  all 
or  a  part  of  the  middle  turbinated  bone  and  at  least  try  to  get 
into  the  sphenoidal  cavity,  but  would  be  heedful  of  the  dan- 
gers. I  think  the  middle  and  superior  straits  of  the  nose' are 
the  ideal  places  from  which  to  draw  blood  in  this  class  of 
cases,  because  the  opening  of  blood-vessels  supplying  the  nasal 
attic  would  have  a  direct  influence  on  lessening  the  orbital 
congestion. 

The  nasal  operation  affords  a  two-fold  purpose — blood- 
letting and  drainage. 
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G.  Anderson  Critchett,  M.A.,  F.K.C.S.E.,  President, 
in  the  Chair. 

The  Evolution  of  the  Color  Sense. 
Dr.  F.  W.  Edridge-Green  read  a  paper  on  this  subject. 
He  said  the  facts  of  color  blindness  threw  a  good  deal  of  light 
on  the  evolution  of  the  color  sense.  Cases  of  color  blindness 
might  be  divided  into  two  classes  quite  separate  and  distinct 
from  each  other,  though  both  might  be  present  in  the  same 
person.  In  the  first  class  there  was  light  as  well  as  color  loss. 
In  the  second  class  the  perception  of  light  was  the  same  as  in 
the  normal  sighted.  Many  color-blind  persons  belonging  to 
this  class  had  a  light  perception  much  more  acute  than  was 
found  with  most  persons  having  a  normal  color  perception. 
Color-blind  individuals  belonging  to  this  class  could  be  arranged 
in  a  series.  At  one  end  of  this  series  were  the  normal  sighted, 
and  at  the  other  end  the  totally  color  blind.  The  author  had 
classified  them  in  accordance  with  the  number  of  colors  which 
they  saw  in  the  spectrum,  as  pentachromic,  tetrachromic,  tri- 
chromic,  dichromic,  and  monochromic.  All  the  facts  which 
could  be  gained  from  the  study  of  museums  and  literature 
pointed  to  the  view  that  the  sense  of  light  was  developed  first, 
and  then  the  sense  of  color,  those  waves  which  differed  from 
each  other  most  physically,  being  first  perceived  as  different — 
namely,  red  and  violet.  It  was  obvious  that  if  a  certain  por- 
tion of  the  visual  center  were  set  apart  for  the  perception  of 
color,  when  it  was  very  small  and  ill-developed,  it  would  only 
be  able  to  perceive  differences  of  considerable  magnitude ;  but 
ns  more  cells  were  added  to  the  center  greater  and  greater 
power  of  perceiving  differences  arose.  Each  cerebral  cell 
might   at   first    have   been  connected   with   many  optic   nerve 
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fibers,  and  the  number  gradually  diminished  as  evolution  pro- 
ceeded. It  need  only  be  assumed  that  the  nerve  impulses 
differed  in  quality,  for  instance,  in  wave  length,  just  as  the 
waves  of  light  differed  physically  in  wave  length,  and  that 
when  a  nerve  impulse  of  a  certain  character  acted  on  a  cere- 
bral cell  it  gave  rise  to  a  corresponding  sensation  of  color, 
within  the  range  of  perceiving  differences  possessed  by  that 
cell.  It  was  obvious  that  if  the  nerve  impulses  did  not  differ 
in  quality  one  could  never  have  a  sensation  of  color.  The 
spectrum  was,  therefore,  first  seen  as  grey,  then  with  a  tinge 
of  red  at  one  end,  and  violet  at  the  other.  As  the  color  sense 
developed  it  was  not  necessary  that  the  rays  should  be  so  far 
apart  before  a  difference  was  seen,  and  so  the  grey  band  grad- 
ually diminished  until  it  entirely  disappeared  and  the  two 
colors  met  in  the  center  of  the  spectrum.  A  third  color, 
green,  then  appeared  at  the  central  point.  Then  yellow  ap- 
peared, making  four  colors ;  then  blue,  making  five;  and  finally 
orange,  making  the  normal  six.  In  some  persons  evolution 
had  proceeded  further,  and  seven  colors  were  seen,  there  be- 
ing two  colors  between  the  green  and  the  violet,  instead  of 
one.  It  was  found  that  paintings  were  first  monochromatic, 
then  red  and  violet  were  used  as  colors,  then  green,  then  yel- 
low, and  then  blue.  Homer's  color  vision  was  of  the  degree 
just  preceding  total  color  blindness.  The  description  by  dif- 
ferent authors  of  the  rainbow  as  having  one,  two,  three,  four, 
five,  six,  or  seven  colors  was  very  characteristic.  These  facts 
showed  that  color  blindness  was  only  an  example  of  an  earlier 
state  in  the  development  of  the  color-perceiving  center. 

Pbbitomy  in  Episcleritis,  Iritis,  Herp*]s  Ophthalmicus, 
and  Purulent  Ophthalmia. 

Mr.  T.  Pridoin  Tbalb  read  this  paper.  He  traced  shortly 
the  history  of  the  operation,  which  was  modified  from  syndec- 
toniv,  in  which  a  portion  of  the  conjunctiva  was  excised.  This, 
however,  was  found  unnecessary,  and  if  a  greater  effect  was 
desired  than  thai  produced  by  cutting  the  conjunctiva  round 
close  to  the  cornea,  it  could  he  obtained  by  making  several 
radial  incisions  in  il .  Mr.  Ilcwetson,  of  Leeds,  drew  attention 
to  the  value  of  the  operation  in  interstitial  keratitis  which  the 
author  fully  endorsed.     lie  wished  to  point  out  its  irn-it  value 
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in  the  other  diseases  mentioned,  and  especially  in  episcleritis, 
in  which  it  was  most  marked,  the  pain  being  greatly  modified- 
The  same  was  noticed  in  obstinate  cases  of  iritis  from  any 
cause.  In  a  case  of  subacute  purulent  ophthalmia  with  ulcer- 
ation of  the  cornea  in  a  child  a  complete  cure  resulted.  He 
had  also  performed  the  operation  in  a  case  of  irido-cyclitis 
with  increased  tension  where  there  were  reasons  for  not  per- 
forming iridectomy.  In  this  case  the  operation  reduced  the 
tension  to  normal,  and  gave  great  relief,  though  it  did  not 
cure  the  disease. 

The  President  said  he  usually  removed  a  small  ring  of 
conjunctiva,  and  often  with  excellent  results. 

Mr.  Cartwright  thought  the  good  effect  produced  was 
by  its  acting  as  a  counter-irritant,  and  not  in  a  mechanical 
manner. 

Mr.  Secker  Walker  had  seen  good  results  in  interstitial 
keratitis,  and  also  in  iritis,  and  he  looked  upon  its  action  as 
being  similar  to  that  of  a  leech. 

Mr.  Hern  said  he  removed  a  piece  of  conjunctiva,  and 
curetted  round  the  wound.  He  felt  it  was  a  much-neglected 
operation. 

Kemarks  were  also  made  by  Messrs.  Marcus  Gunn,  John- 
son Taylor,  and  Cropper. 

Membranous  Conjunctivitis. 

Mr.  J.  F.  Bullar  described  a  case.  The  patient  was  a 
child,  who  was  born  on  October  28,  1900,  and  who  was  quite 
well  when  seen  on  November  5th.  On  November  7th  the  right 
eye  was  noticed  to  be  affected,  and  was  treated  by  the  nurse 
until  November  11th,  when  it  became  much  worse,  and  the 
doctor  was  called  in.  When  Mr.  Bullar  first  saw  it  the  lids 
were  very  much  swollen,  a  yellowish  membrane  was  present, 
which  stripped  off  easily  and  left  a  slightly  bleeding  surface. 
Nitrate  of  silver  gr.  ij  ad  §j  was  used.  The  eye  got  better, 
the  chemosis  subsided,  leaving  a  small  central  ulcer  of  the 
cornea.  Membrane  was  also  noticed  on  the  right  side  of  the 
nose  and  fauces,  which  extended.  The  child  died  in  convul- 
sions on  November  20th.  There  Avas  no  diphtheria  in  the 
neighborhood,  and  the  membrane  was  not  examined. 

Mr.  Sydney  Stephenson  made  it  a  rule  to  use  antitoxin 


Ophthalmologic^  Society  of  the  United  Kingdom.    149 

on  first  seeing  a  case,  without  waiting  to  verify  the  diagnosis 
bacteriologically. 

The  President  said  Mr.  Tweedy,  who  had  had  great  ex- 
perience in  these  cases,  looked  upon  quinine  as  being  a  specific 
in  diphtherial  conjunctivitis,  and  he  had  himself  seen  great 
benefit  arise  therefrom. 

Mr.  Lang  said  that  Mr.  Tweedy's^ observations  had  been 
made  long  before  antitoxin  was  known,  and  he  thought  it 
should  not  go  forth  as  the  opinion  of  the  Society  that  his  view 
was  still  held. 

Mr.  Devereux  Marshall  said  he  should  not  think  of 
waiting  to  conduct  a  bacteriological  examination  (though  this 
would  not  take  long),  but  in  a  case  of  supposed  diphtherial 
conjunctivitis  he  should  at  once  inject  antitoxin,  which  in  no 
case  could  do  harm,  and  in  a  true  case  the  sooner  it  was  done 
the  better.  With  regard  to  the  local  application  of  quinine, 
he  strongly  approved  of  it,  though  he  had  not  seen  its  use 
followed  by  such  excellent  results  as  those  obtained  by  Mr. 
Tweedy. 

Other  Papers. 

Two  papers  by  Major  H.  Herbert,  I. M.S.,  were  taken  as 
read.  The  first  was  on  hypertrophy  and  ossification  of  the 
tarsus.  A  male  Hindoo,  aged  33,  had  considerable  enlarge- 
ment of  both  upper  tarsi,  especially  towards  the  outer  ends, 
without  much  thickening.  On  the  left  side  it  was  fibrous,  but 
on  the  right  there  was  considerable  bone  formation,  which 
was  fairly  dense.  A  piece  of  necrosed  bone  exposed  on  the 
conjunctival  surface  of  the  lid  kept  up  irritation,  for  which 
the  patient  sought  relief. 

The  other  paper  was  a  note  on  the  surface  of  the  normal 
cornea.  Over  thirty  normal  corner  were  examined  in  Bom- 
bay, all  of  which  showed  more  or  less  epithelial  defect  when 
the  surface  was  partially  dried  by  exposure,  the  upper  lid  be- 
ing elevated  from  the  eyeball,  and  local  illumination  and  the 
corneal  loupe  being  used.  In  some  cases  there  were  only  one 
or  two  pits  seen,  in  others  many  closely-set  pits,  in  others 
grooves  added,  in  others  one  or  more  large  depressed  patches. 
The  depressions  were  nil  sharply  defined,  and  their  floors 
stippled  owing  to  the  irregular  surface  presented  by  (lie  deeper 
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epithelial  cells.  They  usually  began  to  appear  within  half  or 
one  minute,  sometimes  within  a  few  seconds,  but  were  gener- 
ally not  fully  shown  for  two  or  three  minutes.  Eepeated  ex- 
posures and  the  instillation  of  cocaine  sometimes  caused  an 
extensive  irregular  superficial  exfoliation  of  the  epithelium, 
which  partly  obscured  and  altered  the  original  picture.  The 
patients  examined  were  all  native,  mostly  adults.  Slight  con- 
junctivitis and  localized  keratitis  tended  to  exaggerate  these 
physiological  defects.  In  superficial  punctate  keratitis  some 
of  the  points  stained  with  fluorescme  appeared  depressed  on 
drjdng  and  had  to  be  distinguished  from  the  physiological  pits 
above  described,  possibly  to  be  seen  on  the  same  cornea. 

Card  Specimens. 

The  following  card  specimens  were  >lio\\n:  Mr.  Hart- 
ridge:  (1)  A  Capsulotomy  knife:  el)  Case  of  Central  Cho- 
roiditis Simulating  ;i  Neoplasm,  which  had  been  watched  for 
fourteen  years.  Mi1.  II.  Seeker  Walker:  A  Diagrammatic 
Model  to  Assist  in  the  Teaching  of  Refraction.  Mr.  J.  II. 
Tomlinson:  A  New  Color  Perimeter.  Mr.  J.  II.  Parsons: 
Coloboma  of  the  Optic  Nerve.  Mr.  (i.  YV .  Roll:  Immobility 
of  the  Pupils  with  Fundus  Changes.  Mr.  P.  Fiemming: 
Section  Showing  Dilated  Nerve  Fibers  in  the  Retina.  Mr. 
Doyne :  A  Simple  Form  of  Ophthalmoscope.  Mr-.  Work 
Dodd:  A  Case  of  High  Bjpermetropia. 


The  following  officers  were  elected  at  the  sixth  annual 
meeting  of  the  Western  Ophthalmologic  and  Oto-Laryngo- 
logic  Association,  held  in  Cincinnati,  April  11th  and  12th: 
Dr.  C.  E.  Holmes,  Cincinnati,  Ohio,  President:  Dr.  W.  L. 
Dayton,  Lincoln,  tNeb.,  First  Vice-President;  Dr.  J.  O.  Still- 
son,  Indianapolis,  Ind.,  Second  Vice-President;  Dr.  H.  W. 
Loeb,  St.  Louis,  Mo.,  Third  Vice-President;  Dr.  O.  J.  Stein, 
100  State  St.,  Chicago,  Treasurer;  Dr.  Wm.  L.  Ballenger, 
100  State  St.,  Chicago,  Secretary.  At  the  meeting  in  Cin- 
cinnati the  scientific  program  was  of  very  high  grade.  Forty 
new  members  were  elected.  The  next  meeting  will  be  held  in 
Chicago,  April  10,  11  and  12,  1902. 
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EXPERIENCES  IN  THE  USE  OF  HOMATROPINE  AS  A 
CYCLOPLEGIC. 

Edward  Jackson  (Annals  of  Ophthalmology,  January, 
1901)  considers  homatr opine,  if  properly  used,  a  reliable  and 
satisfactory  cycloplegic,  as  reliable  in  children  as  in  adults. 
His  favorite  method  of  using  it  is  to  instill  one  drop  of  a  2.5 
or  3  per  cent,  solution  every  five  minutes,  five  or  six  times.  It 
rarely  produces  any  toxic  symptoms. 

THE  USE  AND  ABUSE  OF  SPECTACLES. 

Hasket  Derby  (  The  Boston  Medical  and  Surgical  Journal, 
February  28,  1901)  thinks  spectacles  are  frequently  pre- 
scribed when  they  are  not  absolutely  necessary.  In  moderate 
degrees  of  hypermetropia  it  is  a  mistake  to  use  glasses  for 
anything  but  close  work,  for  the  patient,  through  constant 
use,  becomes  dependent  upon  them.  In  myopia  glasses  are 
probably  too  little  worn,  but  great  care  must  be  exercised  in 
treatment  and  no  glass  should  be  ordered  until  a  thorough  in- 
vestigation of  the  history  of  the  patient,  the  family  tendencies, 
the  acuteness  of  vision,  and  the  condition  of  the  interior  of 
the  eye  has  been  made.  As  to  astigmatism,  so  much  relief 
has  been  given  by  glasses  that  the  tendency  is  to  prescribe 
them  when  they  are  not  really  needed.  The  author  believes  they 
can  be  dispensed  with  in  cases  in  which  vision,  either  with  or 
without  a  spherical  glass,  is  found  equal.  As  to  heterophoria, 
it  is  often  cured  by  an  improved  general  condition  without  the 
use  of  prisms. 

V ACCOMMODATION  DANS  L'OEIL  HUMAIN. 

Wilhelm  Schoen  (Archives  d' Ophtalmologie,  February, 
1901)  attacks  the  Helmholtz  theory  of  accommodation.  He 
says  it  is  not  sufficient  from  an  anatomical,  physiological  or 
pathological  point  of  view,  and  he  presents  a  new  one  in  place 
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of  it.     As  everybody  knows,  in  accommodation  for  the  near, 

according  to  Helmholtz,  there  is  a  relaxation  of  the  zonule, 
and  for  the  far  it  is  tense.     Schoen  repeats  the  experiments  : 

First,  as  to  the  movements  of  the  ciliary  processes. 

Second,  to  the  movement  of  the  Purkinje  images. 

Third,  the  difference  and  the  change  of  tension. 

Schoen  says  that  the  test  as  to  the  mechanism  of  the  ac- 
commodation is  extremely  difficult  and  always  susceptible  of 
an  equivocal  interpretation,  although  the  anatomy  does  not 
exhibit  difficulties.  There  is  great  diversity  of  opinion  as  to 
the  course  of  the  zonular  fibers,  yet  the  principal  facts  are 
now  well  established,  and  we  understand  the  zonule  perfectly. 
The  course  of  the  fibrils  is  to-day  well  known. 

1.  Each  zonular  fiber  makes  a  pari  of  a  cell  of  the  ciliary 
epithelium  or  of  a  cell  equivalent  to  that  of  the  system  of  nu- 
trition of  the  retina. 

2.  In  fact,  all  the  cells  of  the  ciliary  epithelium  and  of  the 
zonular  fibers  represent  a  kind  of  prolongation  of  the  retina, 
which  is  a  prolongation  up  to  the  capsule  of  the  crystalline 
lens. 

3.  In  front  of  the  ciliary  process  there  is  an  interlacing  of 
the  zonular  fibers. 

4.  All  the  zonular  fibers  which  are  attached  to  the  anterior 
capsule  of  the  crystalline  lens  take  their  origin  from  the  mar- 
gin of  the  retina  and  the  posterior  part  of  the  ciliary  epithelium 
passing  behind  tin-  viliary  processes,  without  being  <'<>>ni<cfed 

with  them. 

5.  The  fibers  springing  from  the  anterior  part  of  the  epi- 
thelium are  attached  to  the  posterior  capsule  much  more  rarely 
than  the  others. 

6.  The  tendons  of  the  meridional  fibers  of  the  ciliary  mus- 
cle are  situated  in  the  external  layers  of  the  choroid,  without 
having  any  organic  communication  with  the  internal  layers  of 
the  choroid  and  still  less  with  the  retinal  margin  of  the  ciliary 
epithelium,  where  the  zonular  fibers  have  their  origin. 

7.  Never,  or  scarcely  ever,  is  the  lens  placed  symmetrically 
at  the  angles  of  the  ciliary  body. 

8.  From  the  original  retinal  margin  up  to  the  angle  of  the 
ciliary  body  and  farther  beyond,  the  limiting  membrane  loses 
itself  between  the  two  layers  of  the  ciliary  epithelium  of  the 
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pigment.  The  adherence  between  the  two  layers  is  so  inti- 
mate that  they  cannot  be  separated  without  injury,  but  when 
that  limit  is  reached  the  retina  is  easily  detached  from  the 
choroid,  because  between  them  is  found  the  space  of  the 
primitive  ocular  vesicle. 

The  theory  of  Helmholtz,  continues  Professor  Schoen,  is 
a  simple  hypothesis,  but  it  is  shown  to  be  defective  by  the 
anatomy  in  three  ways : 

First,  the  circular  fibers  of  the  ciliary  muscle  have  not  yet 
been  discovered.  The  theory  does  not  apply  to  the  meridional 
fibers. 

Second,  his  theory  supposes  that  the  meridional  fibers  pass 
in  front  of  the  posterior  extremities  of  the  zonule,  which  is 
i m possible,  because  these  fibers  do  not  attach  themselves  to 
the  point  of  origin  of  the  zonule. 

Third,  the  conception  of  Helmholtz  as  to  the  zonule  is 
completely  erroneous.  He  describes  one  membranous  fold, 
which  attaches  itself  to  the  capsule  in  a  marvellously  sinuous 
way.  Schoen  claims  that  the  theory  of  Helmholtz  is  also  op- 
posed to  physical  laws.  Helmholtz  claims  that  the  tension  of 
the  zonule  keeps  the  crystalline  lens  flattened. 

The  posterior  extremities  of  the  zonule  are  not  fixed  to  the 
tissues  of  the  sclerotic  like  cranip-irons  in  the  walls  of  a  house. 
Again,  the  fibrous  membrane  does  not  possess  the  rigidity  of 
the  capsule,  and  the  extremities  in  question  do  not  touch  the 
sclerotic  at  all.  In  reality  it  is  the  tension  of  the  vitreous 
body  that  holds  the  zonule  and  prevents  it  from  plating  and 
from  relaxing.  According  to  the  theory  of  Helmholtz,  the 
tension  of  the  vitreous  body  during  the  absence  of  accommo- 
dation should  be  greater  than  that  of  the  anterior  chamber. 
Again,  the  theory  of  Helmholtz  does  not  allow  us  to  explain 
in  the  act  of  accommodation  its  effect — that  is  to  say,  the  in- 
crease of  the  tension  in  the  vitreous  body  over  that  of  the  [in- 
terior chamber,  which  should  cease.  The  contents  do  not 
lose  in  mass,  and  the  circumference  does  not  increase  the 
traction  carrying  forward  the  posterior  surface  of  the  zonule. 
It  cannot  diminish  the  tension  of  the  vitreous  body  or  relax 
the  zonule,  it  would  rather  augment  the  pressure  of  the  vi- 
treous body  on  the  posterior  surface  of  the  crystalline  and  of 
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the  zonule,  as  much  as  the  tension  of  the  posterior  of  the  crys- 
talline is  not  diminished. 

According  to  the  theory  of  Professor  Schoen  the  mechan- 
ism is  entirely  simple.  He  has  already  explained  that  the 
zonule  represents  a  prolongation  of  the  retina.  The  external 
capsule  of  the  crystalline  lens,  the  zonule  and  the  retina  con- 
stitute the  envelope  of  a  ball  in  which  is  contained  the  vitreous 
body  and  the  crystalline.  The  meshes  of  the  zonule  arc 
closed  by  the  hyaloid  membrane.  This  ball — which  may  be 
compared  to  an  India  rubber  ball  tilled  with  a  liquid — is  sur- 
rounded by  the  fibers  of  the  ciliary  muscle  and  its  processes,  ex- 
cept at  the  anterior  part.  If  one  presses  between  the  two  hands 
a  rubber  ball  and  leaves  free  only  a  small  part  in  exercising  a 
concentric  pressure  the  free  pari  will  be  pushed  forward.  Thi> 
apparatus  can  be  still  more  exactly  imitated  by  holding  the  hall 
between  the  two  palms  of  the  hands  in  such  a  manner  that  the 
portion  not  grasped  will  represent  the  ciliary  processes.  The 
contraction  of  the  circular  libers  presses  the  ciliary  process 
against  the  circumference  of  the  ball,  the  zonule,  which  makes 
the  free  part  project — that  is  to  say,  the  anterior  capsule 
against  which  the  crystalline  is  situated. 

The  meridional  fibers  prevent  the  ciliary  processes  from 
gliding  on  in  advance.  This  suffices  for  the  physiological  ac- 
commodation. In  the  forced  accommodation  the  meridional 
fibers  press  the  hall,  hut  in  general  their  only  function  is  to 
support  the  tension  of  the  interior  of  the  eye.  Besides  this. 
they  furnish  a  tonic  innervation.  When  the  eye  is  healthy 
the  intra-ocular  pressure  is  not  exercised  on  the  sclerotic. 
Schoen  claims  to  have  simplified  the  model  of  the  mechanism 
of  accommodation.  The  great  difficulty  to  be  overcome  was 
to  reproduce  the  hydrostatic  action  of  the  vitreous  body. 

The  details  of  the  apparatus  are  easily  understood.  The 
posterior  fibers  of  the  zonule  are  relaxed  during  accommoda- 
tion. After  having  recovered  their  tension  until  the  crystal- 
line has  returned  to  the  state  of  repose,  they  unite  in  smooth- 
ing out  the  crystalline. 

The  Theory  of  Tscherning  and  the  Anatomy. — Tschern- 
*  ing  admits  with  Schoen  the  increase  of  the  tension  of  the 
zonule  in  accommodation  for  the  near,  but  he  gives  a  differ- 
ent explanation.    He  supposes  a  traction  from  behind  exercised 
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by  the  ciliary  processes.  That  proposition  is  contradicted  by 
the  anatomy,  because  the  ciliary  processes  have  not  the  least 
connection  with  the  zonular  anterior  fibres,  and  they  are  inca- 
pable of  exercising  such  attraction.  We  cannot  apply  this 
theory  to  the  natural  condition  where  the  posterior  extremity 
of  the  zonule  fixed  by  the  cramping  irons  is  carried  out- 
wards. 

As  has  been  said,  all  experimentation  on  the  mechanism  of 
the  accommodation  is  extremely  difficult.  It  is  almost  impos- 
sible to  obtain  an  immobility  of  the  eye  sufficient  to  destroy 
the  influence  of  the  pulse  and  the  respiration.  The  more  so, 
because  the  small  variations  in  convergence  do  not  allow  the 
production  of  the  accommodation  between  them.  On  the 
other  hand,  the  things  that  one  ought  to  observe — that  is  to 
say,  the  movements  of  the  images  of  Purkinje  or  of  the 
points  of  the  ciliary  processes — are  extremely  small.  It  is 
readily  understood  that  the  magnitude  of  the  instruments  used 
and  the  manipulations  make  considerable  errors  possible. 
This  being  so,  one  is  not  astonished  that  two  scientists  of 
equal  merit,  making  the  same  experiments,  come  to  diametric- 
ally opposite  conclusions.  As  soon  as  the  accommodation 
commences  to  act,  the  ciliary  processes  approach  the  crystal- 
line, according  to  Becker,  but  recede,  if  one  is  to  believe  Coc- 
cius.  That  is  then  in  reality  an  effect  of  perspective.  Then 
Cramer  admits  that  during  the  accommodation  the  image  of 
the  anterior  surface  of  the  crystalline  diminishes  and  is  further 
forward,  an  opinion  adopted  by  nearly  all  the  others.  Mo- 
noyer  proves  that  the  opinion  is  not  exact.  If  the  image  seen 
on  the  side  appears  to  advance  and  that  of  the  other  goes  be- 
hind, that  is  then  also  an  affair  of  perception.  The  position 
of  the  crystalline  axis  has  changed,  but  the  image  has  not  ad- 
vanced. Very  lately  Tscherning  has  modified  the  opinion 
which  he  first  announced.  Then  he  thought  he  had  found  a 
different  tension  in  the  anterior  chamber  and  in  the  vitreous 
body.  My  experience  agrees  with  that  of  Hess,  who  says  thai 
it  is  impossible  to  prove  a  difference  of  tension  between  these 
two  spaces  during  the  accommodation.  Undoubtedly  these 
experiments  may  be  modified  more  or  less,  but  the  results 
given  by  them  do  not  disagree  with  physical  or  anatomical 
conditions.     Certainly  one  may  doubt  the  result  of  the  expe- 
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rimenter  who  asserts  that  the  refraction  and  tension  of  the  eye 
are  not  changed  after  death,  seeing  that  one  is  able  without 
difficulty  to  perform  an  operation  for  cataract  on  the  eye  of  a 
cadaver,  with  such  an  appearance  of  reality,  notwithstanding 
it  has  lost  its  resisting  power.  Against  the  assertion  ad- 
vanced in  the  second  place,  that  the  refraction  is  augmented 
after  the  section  of  the  zonule  libers,  one  may  observe  that 
the  operation  is  so  great  that  it  is  not  possible  to  know  any- 
thing of  the  physiological  condition,  and  that  it  is  certainly 
impossible  to  arrive  at  a  sufficiently  exact  conclusion. 

The  results  of  all  experiments  mentioned  up  to  this  point 
are  claimed  to  be  compatible  with  Schoen's  theory,  and  per- 
haps also  with  that  of  Helmholtz.  The  action  of  the  anatom- 
ical apparatus  is  such  that  it  should  be  accompanied  by  a 
symmetrical  oscillation  of  the  crystalline,  and  experience  has 
proved  its  existence.  The  play  of  the  accommodative  appar- 
atus, according  to  our  theory,  is  always  in  intimate  depend- 
ence upon  the  ciliary  process,  which  are  comparable  to  the 
ends  of  the  fingers.  That  which  allows  this  change,  not  only 
in  the  direction  of  the  axis  and  the  place  and  the  form  of  the 
crystalline,  as  for  example,  the  smoothing  out  of  the  lateral 
parts,  has  been  demonstrated  by  Tscherning.  The  concep- 
tion of  a  visual  line  is  useful  for  the  dioptric  calculation,  hut 
it  cannot  be  considered  a3  an  anatomical  reality.  It  is  not 
probable  that  the  position  of  that  line  remains  the  same  during 
accommodation.  That  oscillation  compatible  with  an  increase 
in  the  tension  of  the  zonule  is  produced  by  the  tremulousness 
which  usually  accompanies  the  forced  contraction  of  a  muscle. 
This  should  not  be  confounded  with  the  oscillation  of  the 
crystalline,  which  is  observed  in  the  subluxation,  and  does 
not  at  all  signify  a  relaxation  of  the  suspensory  ligament. 
Helmholtz  did  not  seek  to  prove  the  truth  of  his  hypothesis 
by  these  experiments.  One  is  forced,  therefore,  to  improve 
and  to  refute  Schoen's  theory  at  the  same  blow,  without  em- 
barrassing the  others  in  their  anatomical  objections.  The  ex- 
periments undertaken  to  sustain  a  preconceived  opinion  are 
always  in  danger  of  being  badly  conducted.  In  this  case  is 
the  attempt  to  prove  that  the  zonule  is  held  in  a  state  of  re- 
pose and  relaxation  during  accommodation.  Hess  admits, 
like  the  present  writer,  that  there  is  no  difference  during  ac- 
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commodation  between  the  tension  of  the  vitreous  body  and 
that  of  the  anterior  chamber,  undoubtedly  because  he  believes 
that  state  would  be  in  accord  with  the  theory  of  Helmholtz. 
This  is  an  error,  for  that  theory  demands  in  advance  of  ac- 
commodation,  a  tension  stronger  than  that  of  the  vitreous 
body  and  during  accommodation  augmentation  of  the  tension 
in  the  anterior  chamber  or  diminution  of  the  tension  of  the 
vitreous  body,  until  equilibrium  exists  between  them.     Since 
experience  goes  to  prove  that  the  crystalline  descends  in  fol- 
lowing the  law  of  gravitation  during  accommodation,  there 
will  be  many  objections  to  the  equivocal  character  of  such  an 
experience,  for  example,  the  rotation  of  the  eye  around  the 
visual  line  joined  to  the  movement  of  the  head ;  but  I  do  not 
insist,  because  this  experience  proves  exactly  the  contrary  to 
that  which  is  deduced  by  M.  Hess.     The  accommodation,  in 
the  sense  of  the  theory  of  Helmholtz,  as  we  have  said,  cannot 
press  the  vitreous  body  more  strongly  on  the  posterior  sur- 
face of  the  crystalline  and  of  the  zonule.     The  tension  will 
be  consequently  augmented  and  not  decreased.     The  crystal- 
line will  then  be  made  consequently  more  strictly  immovable 
than  ever.     On  the  other  hand,  the  idea  of  downward  move- 
ment is  not  in  want  of  accord  with  Schoen's.  theory,  because 
as  in  our  ball  mentioned  above,  the  crystalline  of  the  vitreous 
body  reforms  and  constitutes  the  kernel  or  nucleus  of  the  eye. 
It  becomes  more  contracted  in  the  state  of  accommodation 
than  in  that  of  repose,  and  encounters  for  that  reason  a  less 
difficulty  in  sinking  down  than  in  the  first  or  second  case,  and 
in  short,  Schoen  insists  on  the  difference  between  the  theory 
of    Tscherning  and  his,  that  his   antagonists  are  constantly 
contradicted.     They  are  not  able  to  relieve  themselves  of  an 
error  many  times  repeated,  that  the  cn^stalline  will  be  at- 
tached to  the  sclerotic  in  a  certain  manner  like  the  lining  to  a 
stiff  box.     That  admitted,  Schoen  claims,  "the  attachment 
should  be  more  close  during  accommodation  than  during  re- 
pose."    The  theory  of  Helmholtz,  accepting  one  or  the  other 
alternative,  remains  Schoen's  theory  or  that  of  Tscherning. 
But  there  exists  a  third  alternative  represented  by  Schoen's 
theory.     According  to  the  theory  of  Tscherning,  the  contact 
should  be  more  intimate  during  the  act  of  accommodation. 
That  theory  rests  on  the  depression  of  the  crystalline  under 
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the  influence  of  its  weight.  That  observation  is  exact,  and 
Schoen  says  that  his  theory  is  not  affected  by  it. — The  Post- 
Graduate,  April,  1901. 

NOTE  ON  THE   PECULIAR  NYSTAGMUS   OF  SPASMUS   NUTANS 

IN  INFANTS. 

John  Thomson  (British  Medical  Journal,  March  30, 
1901 )  says  :  In  most  cases  of  head-shaking,  or  spasmus  nutans, 
in  young  children  there  is  nystagmus.  The  close  relation  be- 
tween this  symptom  and  the  head  movements  has  often  been 
pointed  out ;  but  attention  seems  never  to  have  been  called  ,to 
some  essential  particulars  in  which  it  differs  from  all  other 
forms  of  nystagmus. 

Ordinary  horizontal  nystagmus  is,  of  course,  conjugate  in 
its  character,  the  antero-posterior  axes  of  the  two  eyes  remain- 
ing parallel  to  one  another  all  the  time.  In  this  form,  how- 
ever, when  the  movements  are  bilateral  and  horizontal,  the 
eyes  incline  alternately  towards  and  away  from  one  another ; 
in  other  words,  it  is  convergent  nystagmus.  In  most  of  the 
cases — perhaps  in  as  many  as  two-thirds — the  shaking  of  the 
eyeballs  is  so  small  in  extent  and  so  rapid  that  the  unaided 
eye  cannot  determine  the  type.  In  those,  however,  in  which 
the  movements  are  wider  and  slower  than  usual  their  conver- 
gent character  can  be  made  out  with  ease  and  certainty. 

The  writer  has  for  years  been  aware  of  this  peculiarity,  but 
has  only  recently  had  its  unique  nature  and  importance  pointed 
out  to  him  by  Dr.  W.  G.  Sym.  The  existence  of  a  conver- 
gent form  of  nystagmus  is  not  generally  recognized,  even  in 
large  and  recent  works  of  ophthalmology,  nor  is  any  reference 
to  it  to  be  found  in  books  on  the  diseases  of  children. 

The  association  of  this  peculiar  type  of  nystagmus  with 
head-shaking  is  not  without  interest  in  connection  with  the 
etiology  of  that  condition.  Although,  as  has  been  pointed 
out  elsewhere,1  rickets,  deficient  daylight  and  general  weak 
health  are  important  factors  in  its  causation,  spasmus  nutans 
in  infants  is,  at  bottom,  a  co-ordination-neurosis.  It  develops 
during  the  months  in  which  the  infant  is  slowly  learning  to 
co-ordinate  the  movements  of  his  eyes  with  those  of  his  head, 

*On  the  Etiology  of  Head-Shaking  with  Nystagmus  (Spasmus  Nutans) 
in  Infants,  Dr.  A.  JaVolti's  Festschrift,  May,  1900;  and  Scot.  Med.  and  Surg. 
Journ.,  July,  1900. 
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and  it  affects  the  muscles  which  have  to  do  with  these  move- 
ments. Were  the  nystagmus  which  is  present  of  the  conju- 
gate type  it  would  not  be  in  keeping  with  the  other  symptoms, 
because  the  conjugate  movements  of  the  eyes  are  of  a  different 
order  altogether  from  those  of  the  head-shaking.  They  are 
not  movements  acquired  in  infancy,  but  are  in  full  play  when 
the  child  is  born ;  and  they  are  not  purposive  in  character. 
Those,  however,  concerned  in  the  convergent  type  are  dis- 
tinctly purposive,  and  are  gradually  acquired  and  perfected 
by  practice  during  infancy. 

In  those  cases  of  spasmus  nutans  in  which  the  nystagmus 
is  rotatory,  there  is  likewise  a  peculiarity  in  the  extent  and 
character  of  the  movements.  In  the  ordinary  rotatory  nys- 
tagmus seen  under  other  circumstances,  the  movement  con- 
sists of  a  simple  rotation  of  the  globe  round  its  anteropos- 
terior axis,  the  central  point  of  the  cornea  remaining  practi- 
cally unaltered  in  position.  In  the  rotatory  nystagmus  of 
head-shaking,  however,  the  eye  movements  are  more  of  the 
nature  of  circumduction  than  pure  rotation.  In  them  the  cen- 
tral point  of  the  cornea  passes  through  an  ellipse  or  some 
other  more  or  less  irregular  rounded  figure. 

In  conclusion,  it  may  be  pointed  out  that  there  are  some 
other  ways  in  which  the  nystagmus  of  spasmus  nutans  differs 
from  the  ordinary  form.  For  example,  it  is  often  unilateral, 
instead  of  being  very  rarely  so ;  and  it  is  often  vertical  or  rota- 
tory, instead  of  being  nearly  always  horizontal.  The  direction 
of  the  movements,  also,  is  occasionally  different  in  the  two 
eyes — that  is,  vertical  or  rotatory  in  one  eye,  and  horizontal 
(at  the  same  time)  in  the  other,  this  state  of  matters  being 
never  seen  in  ordinary  nystagmus.  Lastly,  it  is  invariably 
recovered  from  within  a  certain  number  of  months. 

CAN  INTERSTITIAL  KERATITIS  BE  PREVENTED  IN  THE 
OFFSPRING  OF  SYPHILITICS  ? 

Peter  A.  Callan  (American  Gynecological  and  Obstetrical 
Journal,  February,  1901)  assumes  that  the  majority  of  cases 
are  due  to  hereditary  syphilis,  and  the  question  may  arise  as 
to  whether  ii  can  be  avoided.  The  authors  conclusions  are: 
"'The  offspring  of  syphilitica  sho.w  the  evidences  of  the  in- 
herited taint  in  only  a  slight  percentage  of  the  cases;   that  is, 
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if  we  except  those  children  under  five  years  of  age.  Only  a 
slight  percentage  of  such  children  develop  interstitial  keratitis. 
When  the  disease  attacks  one  eye,  all  our  treatment  appears 
to  be  powerless  to  prevent  its  development  in  the  fellow  eye. 
We  may  possibly  delay,  but  we  can  not  prevent,  the  outbreak 
of  interstitial  keratitis  in  certain  cases." 

NOTES  ON  THE  BACTERIOLOGY  OF  THE   CONJUNCTIVAL  SAC 
AND  ITS  BEARING  ON  SURGICAL  PROCEDURE. 

P.  Chalmers  Jackson  (Annals  of  Ophthalmology ,  January, 
1901)  examined  the  secretion  from  fifty  healthy  conjunctiva1, 
thirteen  of  which  were  found  to  be  sterile.  In  the  remainder 
he  found  the  following  bacteria :  Staphylococcus  pyogenes 
aureus,  staphylococcus  pyogenes  albus,  staphylococcus  epider- 
midis  albus,  aerobacillus  citreus,  xerosis  bacillus,  bacillus  coli 
communis,  and  bacillus  subtilis. 

The  author's  conclusions  are  as  follows : 

1.  That  the  pyogenic  or  pus-producing  organisms  are 
found  in  the  normal  conjunctival  secretion,  although  probably 
in  attenuated  form. 

2.  That  under  normal  conditions  they  do  not  propagate. 

3.  That  the  eye  under  normal  conditions  is  bountifully 
supplied  with  means  of  antagonizing  bacterial  growth. 

4.  That  diminished  resistance,  such  as  occurs  in  inflamma- 
tions of  the  membrane  in  operative  interference,  alters  the 
nutritive  nature  of  the  secretion  and  probably  converts  it  into 
a  more  suitable  medium  for  germ  life. 

5.  That  the  secretion  of  the  eye  is  not  an  antiseptic  in 
itself. 

6.  That  strong  antiseptics  in  the  conjunctival  sac  diminish 
the  resistance  and  place  the  eye  on  a  lower  plane  to  resist 
germ  invasion. 

7.  That  much  attention  should  be  given  to  washing  out 
residual  bacteria  prior  to  operation. 

8.  That  as  much  care  should  be  taken  in  regard  to  anti- 
septics and  cleanliness  in  the  external  preparation  of  both  pa- 
tient and  operator  as  is  adopted  by  the  general  surgeon  of 
modern  times,  as,  while  the  danger  of  suppuration  is  more 
remote,  the  result  if  it  occurs  is  more  disastrous. 
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DISCUSSION  ON  DR.  DERRICK  T.  VAIL'S  PAPER 

ON  "OPTIC  NEURITIS  RESULTING  FROM 

INTRA-NASAL  DISEASES." 

Dr.  J.  O.  Stillson,  Indianapolis. — I  think  this  is  a  very 
important  paper,  and  it  is  certainly  worthy  of  our  serious  con- 
sideration, because  it  opens  up  the  question  of  the  relation  of 
the  two  sides  of  the  fundus,  as  between  the  diseases  of  the 
eye  and  the  diseases  of  the  nose.  We  all  know  that  we  owe 
a  certain  amount  of  regard  to  each  other  in  our  different  fields 
of  labor ;  the  eye  class  is  usually  attended  by  men  who  limit 
their  studies  to  certain  fields  of  observation  where  they  are 
capable  of  doing  the  most  good.  Of  course,  an  oculist  is  busy 
with  his  line  of  work  and  would  be  more  liable  to  deficiencies 
in  regard  to  the  nose  and  other  parts  of  the  body.  We  can 
not  cover  the  whole  field.  We  can  not  spend  our  whole  time 
on  the  anatomy  of  the  entire  human  body,  and  the  public  do 
not  expect  it  of  us.  Consultations  never  hurt  and  they  often 
help.  I  think  the  benefit  of  counsel  is  the  patient's  due,  and 
I  think  those  who  refuse  to  call  counsel  lose  more  than  they 
make.  If  a  man  is  going  to  limit  his  work  and  observation, 
and  says  he  needs  nothing  but  his  own  little  bailiwick,  lie  will 
find  himself  :i  small  doctor.    You  take  adenoids  in  relation  to 
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phlyctenule,  inflammations  of  the  lacrymal  duct — and  I  might 
go  on  and  enumerate  a  number  of  diseases  where  the  eye 
symptom  is  simply  a  result.  In  other  words,  it  is  a  secondary 
disease,  and  the  primary  exciting  cause  is  the  nose.  Here  is 
a  case  in  point :  We  all  remember  that  we  used  to  hear  of 
cases  of  optic  neuritis  ex  causa  incognita — a  learned  name  for 
ignorance.  I  remember  having  seen  certain  cases  of  optic  neu- 
ritis on  one  side,  and  these  were  cases  of  ex  causa  incognita. 
About  four  years  ago  this  was  brought  to  my  mind  by  a  case 
I  had  similar  to  that  mentioned  by  the  Doctor,  where  a  young 
lady  was  suffering  from  an  optic  neuritis,  as  plain  as  it  could 
be  seen  with  the  ophthalmoscope,  and  no  known  responsible 
cause  whatever.  We  bothered  along  with  that  case  for  months, 
and  finally  had  to  take  up  the  nose,  and  not  until  the  opera- 
tions in  the  nose  were  instituted  was  there  any  relief.  I  had 
a  case  at  my  office  yesterday  of  optic  neuritis  with  intra-nasal 
disease,  where  the  lady  had  been  under  the  care  of  a  gentle- 
man in  Indianapolis  of  fairly  good  attainments,  who  had 
paid  no  attention  to  the  nose  until  he  told  the  lady  she  would 
lose  the  sight  of  the  eye,  and  he  would  begin  treatment  of  the 
nose.  You  say :  Why  don't  you  send  your  cases  to  a  rhinolo- 
gist?  It  is  not  everybody  who  is  going  to  have  two  specialists 
on  the  same  case,  and  you  ought  to  know  something  more 
than  the  retina.  You  ought  to  know  the  orbit ;  you  ought  to 
know  the  sinuses,  the  nose,  and  you  ought  to  be  able  to  fur- 
nish the  remedy.  And  thanks  are  due  to  the  oculist  for  bring- 
ing this  fact  before  the  profession,  which  was  so  ably  done  a 
few  years  ago  by  Dr.  Holmes,  and  to  his  article  we  owe  a  great 
deal  of  thanks  in  putting  us  on  the  right  track.  His  admira- 
ble article  was  a  revelation  to  me ;  it  was  so  graphic  and  so 
plain  and  so  beautiful  that  it  struck  me  like  a  flood  of  light. 
I  think  there  is  a  middle  ground.  I  do  not  think  we  should 
take  upon  ourselves  that  we  are  the  only  ones  in  it,  but  that 
we  should  recognize  each  other ;  and,  therefore,  I  heartily  en- 
dorse a  society  of  this  kind  where  the  two  kindred  specialties 
are  brought  side  by  side  and  where  we  can  study  our  cases  to- 
gether. I  have  come  to  believe  that  a  man  can  be  a  very  poor 
oculist  indeed  if  he  knows  nothing  about  the  nose.  For  years 
I  refused  to  take  these  nose  cases,  because  I  thought  I  had 
enough  to  do  and  there  were  plenty  of  others  to  do  these 
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things ;  but  the  force  of  practice  drove  me  into  the  necessity 
of  looking  into  the  nose,  and  since  I  have  been  observing  these 
cases  in  the  vault  of  the  nose  I  have  had  success  that  I  did 
not  have  before.  I  commend  the  paper  and  think  it  deserves 
our  consideration. 

Dr.  A.  Alt,  St.  Louis. — I  would  like  to  ask  Dr.  Holmes 
whether  such  nasal  trouble  always  causes  a  one-sided  optic 
neuritis,  or  whether  obscure  cases  of  one-sided  optic  nerve 
atrophy  may  also  be  due  to  this  same  cause.  I  do  not  remem- 
ber that  I  have  seen  any  cases  like  the  ones  reported.  -  The 
close  relation  between  the  nose  and  the  optic  nerve  was,  how- 
ever, brought  home  to  me  by  the  case  of  a  man  who  had  had  an 
operation  performed  on  the  turbinate,  and  in  a  few  hours  after- 
ward was  perfectly  blind  on  that  side.  Of  course,  we  all  know 
that  cases  of  one-sided  blindness  may  occur  from  a  great  many 
causes,  and  perhaps  we  must  blame  nose  affections  for  these 
cases  more  than  I,  at  least,  thought.  I  have  under  my  care 
now  a  young  man  who,  on  account  of  a  one-sided  dimness, 
went  to  an  oculist  and  was  given  glasses,  but  instead  of  get- 
ting relief,  went  blind  in  a  few  days  in  one  eye.  He  had 
his  nose  examined  at  my  recommendation,  but  nothing  abnor- 
mal was  found.  It  was  one  of  the  cases  for  which  we  have 
no  explanation ;  I  think  it  must  have  been  a  vascular  disease.  I 
have  given  him  iodide  of  potassium,  and  the  vision  is  now 
about  7/2oo  in  a  small  field. 

Dr.  Oscar  Dodd,  Chicago. — I  had  a  case  of  sphenoidal 
suppuration  about  a  year  ago,  which,  like  the  last  case  men- 
tioned by  Dr.  Holmes,  came  to  an  autopsy,  and  found  that 
there  had  been  necrosis  of  the  bone,  breaking  through,  so  that 
he  died  from  meningitis ;  still,  no  symptoms  of  eye  trouble 
presented  until  the  meningitis  developed.  I  examined  him 
very  carefully  for  eye  trouble,  as  I  suspected  that  sphenoidal 
suppuration  was  the  cause,  although  he. came  to  me  with  a 
mastoiditis,  for  which  I  operated.  Later,  serious  symptoms 
developed  from  the  sphenoidal  trouble.  I  was  surprised  on 
looking  up  the  literature  on  the  subject  to  find  so  many  men, 
in  describing  these  cases,  do  not  mention  the  eye  symptoms, 
while  others  give" them  ms  the  prominent  ones.  Sehaefer,  of 
Bremen,  in  reporting  about  seventy-five  cases,  says  he  has  never 
seen  eye  trouble  in  any  of  the  cases,  although  Knapp,  of  New 
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York,  and  Hardy,  of  Chicago,  report  cases  where  the  eye 
symptoms  were  the  first  noticed.  It  is  rather  surprising  that 
the  optic  nerve  should  not  have  been  affected  in  a  case  where 
it  was  separated  from  the  pus  cavity,  as  it  was  in  this  case,  by 
a  thin  wall,  and  was  surrounded  with  purulent  exudate  at  the 
time  of  the  autopsy. 

Dr.  C.  E.  Holmes,*  Cincinnati. — I  am  and  have  been  for 
several  years  very  much  interested  in  this  subject,  and  have 
devoted  considerable  time  to  the  study  of  the  accessory  cavi- 
ties. My  case,  kindly  referred  to  by  the  speaker,  was  a  typi- 
cal one,  and  caused  me  to  look  at  this  subject  from  a  different 
standpoint.  I  beg  to  refer  to  it  just  for  a  moment.  It  was 
at  that  time  the  first  case  of  its  kind  I  have  been  able  to  find 
on  record,  where  the  diagnosis  was  made  in  time  to  restore 
vision. 

The  patient  had  suffered  for  several  months,  receiving  treat- 
ment for  malaria  and  other  affections.  Pain  would  compel  him 
to  sit,  holding  his  temple  and  occiput  on  the  affected  side  for 
hours,  and  I  have  observed  that  one  of  the  symptoms  of  dis- 
ease in  the  sphenoid  is  pain  in  the  temple  on  the  same  side, 
and  can  be  produced  by  putting  a  hook  into  the  cavity  and 
touching  the  side  of  the  sphenoid  cavity.  I  believe  this  to 
be  an  important  symptom.  I  relieved  this  man  after  there 
was  total  loss  of  perception  of  light.  Drs.  Zenner  and  Ran- 
sohoff  saw  the  case  in  consultation,  but  neither  would  give  a 
positive  diagnosis.  Patient  could  not  see  a  bright  electric  light 
before  the  affected  eye.  The  vessels  were  reduced  in  calibre, 
and  disc  very  pale.  I  removed  the  middle  turbinated,  opened 
the  sphenoid  freely,  which  was  followed  by  the  evacuation  of 
pus  from  the  cavity,  and  in  a  few  days  he  began  to  improve 
and  sight  was  restored,  excepting  for  a  faint  central  scotoma, 
due  to  the  fact  that  the  papulo-macular  fibers  were  compressed 
too  long.  Had  I  known  then  what  I  know  now,  and  operated 
early,  I  am  positive  even  this  would  not  have  occurred.  I  had 
occasion  to  examine  him  recently,  and  found  the  sphenoid 
cavity  perfectly  healthy. 

Another  case  belonging  to  the  subject  under  discussion,  I 
saw  with  the  late  Dr.  Thorner,  who  had  removed  a  polypus 
from  the  region  of  the  middle  turbinated  body.  Two  days 
after,  the  patient  developed  a  violent  optic  neuritis,  followed  by 
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complete  atrophy  of  the  affected  eye.  We  must  not  go  to  the 
extreme,  however,  and  expect  to  find  eye  complications  with 
every  case  of  sphenoid  trouble,  because  there  is  a  very  large 
percentage  who  have  had  these  troubles  for  ten,  twenty  and 
more  years,  and  the  eyes  have  never  been  involved.  Others, 
again,  only  have  asthenopic  symptoms. 

One  of  the  most  typical  of  this  class  I  ever  saw,  and  where 
the  patient  died  from  haemorrhage,  never  had  any  optic  neuritis. 
He  came  for  glasses.  His  vision  was  perfect  with  the  proper 
correcting  lenses,  but  there  was  marked  failure  of  accommo- 
dation. I  obtained  a  post-mortem,  at  which  Dr.  Vail  assisted. 
The  necrosis  was  so  extensive  that  the  entire  roof  of  the 
sphenoid  cavity  had  been  destroyed,  and  one  could  pass  the 
finger  into  the  sphenoid  from  above,  while  the  anterior  wall  of 
the  cavity  was  intact. 

Dr.  Vail,  closing  the  discussion. — I  have  nothing  to  add  to 
what  has  already  been  brought  out  in  the  paper,  except  to 
thank  the  members  who  have  kindly  discussed  the  paper,  and 
to  urge  that  we  search  diligently  for  sinusitis  and  at  least 
strongly  suspect  it  in  cases  of  monocular  optic  neuritis. 


DISCUSSION  ON  DR.  ADOLF  ALT'S  PAPER  ON 
"BLENNORRHEA  NEONATORUM." 

Dr.  Dudley  S.  Reynolds,  Louisville,  Ky. — I  think  Dr. 
Alt  has  modified  very  much  those  methods  used  in  the  begin- 
ning of  his  professional  career,  but  I  want  to  protest  earnestly 
against  the  prevalence  of  meddlesome  interference  with  the 
eyes  of  the  new-born. 

It  has  been  my  experience  in  the  Louisville  City  'Hospital, 
and  I  take  it,  it  is  the  experience  of  others  with  the  Credo 
method,  that  almost  every  one  of  the  children  have  infected 
eyes  before  they  are  ten  days  old.  When  no  meddlesome  in- 
terference is  practiced,  the  disease  is  rare.  Careful  cleansing 
of  the  new-born,  when  done  by  an  intelligent  nurse,  whose 
hands  have  nothing  to  do  with  the  lying-in  woman  and  no 
other  duties  to  perform,  affords  the  best  protection  to  the 
eyes  of  the  new-born.  When  the  eyes  are  infected,  the  pa- 
tient must  be  put  in  a  different  ward.  In  that  way  we  have 
been  able  to  stamp  out  the  disease.    Until  these  methods  were 
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practiced  in  the  hospital  we  had  frequent  infection.  There  is 
no  sense  in  medicating  the  sound,  uninfected  eves  of  a  new- 
born infant.  I  could  not  find  language  strong  enough  to  pro- 
nounce my  opinion  of  the  meddlesome  interference  with  the 
eyes  of  the  new-born. 

As  to  the  nitrate  of  silver,  I  would  like  to  say  that  it  is  im- 
possible to  treat  all  cases  in  exactly  the  same  way :  but  where 
abrasion  of  the  conjunctiva  is  distinct,  where  bloody  discharge 
occurs,  you  may  readily  judge  the  disease  is  rery  probably 
gonorrheal.  Such  cases  have  been  called  malignant  when 
the  cornea  has  been  destroyed  by  the  strong  nitrate  of  silver 
applications.  If  an  application  can  be  made  which  will  sterilize 
the  fluids  and  wash  the  surface  without  irritating  the  eye,  then 
it  is  reasonable  to  believe  early  recovery  will  follow:  and,  it 
may  be  safe  to  say  that  no  lesions  of  the  cornea  will  occur.  In 
every  instance  where  the  bichloride  solution  is  used,  it  should 
be  associated  with  chloride  of  sodium,  because  the  normal 
conjunctiva  has  always  upon  its  surface  a  solution  of  this  salt. 
If  it  be  deprived  of  it,  irritation  follows.  If  you  use  a  solu- 
tion of  chloride  of  sodium,  five  to  ten  grains  to  the  ounce,  and 
use  it  by  irrigation  every  ten,  fifteen  or  twenty  minutes,  ac- 
cording to  the  urgency,  as  indicated  by  the  pus  formed,  it  will 
cure  the  worst  case  of  gonorrheal  infection.  Corneal  abrasions 
need  never  occur  if  irrigation  is  practiced  sufficiently  early. 
Irrigate  every  ten,  fifteen  or  twenty  minutes;  the  interval 
should  never  be  greater  than  twenty  minutes  for  the  first  four 
or  five  days  of  the  disease.  In  the  application  of  solutions  of 
the  bichloride  of  mercury,  one-eighth  of  a  grain  of  crystalized 
carbolic  acid  should  be  added  to  the  ounce  of  solution  to  ren- 
der the  irrigation  painless.  The  local  anaesthetic  properties  of 
the  carbolic  acid  add  greatly  to  the  efficiency  of  the  treatment. 
Then,  if  we  have  in  the  chloride  of  sodium,  and  bichloride  of 
mercury  for  bad  cases,  and  borate  with  chloride  of  sodium 
for  the  mild  cases,  a  means  of  treatment  by  which  the  cases 
get  well  in  ten  days,  why  should  we  be  burning  the  eyes  with 
nitrate  of  silver  or  protargol? 

I  am  much  pleased  to  hear  Dr.  Alt  say  that  one  part  of 
nitrate  of  silver  to  4,000  parts  of  water  is  sufficient  to  destroy 
the  gonococcus ;  and  that  this  solution  of  nitrate  of  silver  has 
in  some  hands  been  found  more  potent  than  the  one  or  two 
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per  cent,  solution.  I  believe  that  the  weaker  the  solution,  the 
better  the  result.  I  always  keep  in  mind  the  statement  of 
Sydenham,  who  said  in  his  essay  on  the  treatment  of  gonor- 
rhoea, "  He  who  cleanses  well,  cures  well."  The  great  point 
is  to  keep  the  pus  away  from  the  conjunctival  surface,  and 
not  add  to  the  injury  already  present. 

Dr.  J.  O.  Stillson,  Indianapolis. — I  never  allow  the  Crede 
method  to  be  used  at  Indianapolis  without  my  consent.  For 
many  years  I  felt  I  was  rather  an  old  fogy  about  it,  but  I  never 
could  bring  my  mind  to  the  point  where  I  could  see  the  neces- 
sity of  tampering  with  an  eye  not  already  affected,  and  it 
seemed  barbarous  to  me  to  put  one  per  cent,  of  nitrate  of  sil- 
ver into  a  normal  eye.  If  I  understand  Crede' s  method,  it  is 
ten  grains  to  the  ounce,  or  stronger  yet.  I  could  not  do  that. 
Dr.  Alt's  paper  meets  my  ideas  with  that  exception,  so  far  as 
the  differential  diagnosis  is  concerned,  and  I  am  glad  he  uses 
that  old  term  "blennorrhoea."  We  know  that  he  means  a 
discharge,  and  it  is  not  necessarily  limited  to  the  gonococcus, 
but  is  due  to  the  different  microbes,  and  the  differential  diag- 
nosis can  be  made  the  first  day.  The  time  to  begin  your  war 
is  when  war  has  been  declared.  Of  course,  when  you  talk 
about  prophylaxis,  that  is  a  different  thing.  I  would  be  the 
last  to  decry  it,  but  that  can  be  done  with  something  else  than 
Crede 's  method,  and  Dr.  Reynolds  has  defined  my  position 
when  he  says  we  should  take  up  aseptic  methods  instead  of 
antiseptic  ones.  In  Indianapolis  we  have  not  had  to. adopt  it. 
We  simply  cleanse  the  eyes  and  use  asepsis,  and  we  have  had 
good  results. 

Dr.  F.  A.  Phillips,  Chicago. — Dr.  Eeynolds  has  stated, 
"  He  who  cleanses  well,  cures  well."  We  have,  however,  one 
remedy,  which  in  the  cleansing  process  has  been  universally 
valuable,  and  that  is  permanganate  of  potash,  and  in  the  use 
of  that  remedy,  where,  as  in  my  clinic  at  the  Illinois  Eye 
and  Ear  Infirmary,  many  of  the  patients  will  not  come  into 
the  hospital,  I  invariably  give  this  solution  with  instructions 
to  use  it  every  three  or  four  hours,  alternating  with  boric  acid 
solution,  which  should  be  used  every  fifteen  to  thirty  minutes 
in  severe  cases.  This  is  a  very  effective  treatment.  The  per- 
manganate is  used  in  a  strength  of  1  to  3,000  or  6,000  solu- 
tion, depending  upon  the  severity  of  the  case,  the  amount  of 
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infection,  and  the  swelling.  In  the  clinic  I  am  in  the  habit  of 
using  a  strong  solution  of  protargol,  and  not  the  strong  solu- 
tion of  nitrate  of  silver.  I  believe  the  weaker  solutions  are 
less  effective. 

Dr.  Brown,  Chicago. — It  seems  to  me  that  in  institutions 
we  can  safely  accomplish  many  things  that  we  cannot  so  safely 
accomplish  in  individual  practice.  I  think  we  can  run  a  great 
risk  in  simply  making  a  routine  of  the  care  of  these  cases,  and 
using  this  or  that  particular  solution  or  remedy  to  the  exclu- 
sion of  others.  Nurses  and  general  practitioners  without  the 
necessary  manipulative  skill  may,  in  attempting  to  carry  out 
the  measures  we  consider  ideal,  lacerate  the  corneal  epithelium, 
thus  opening  up  a  pathway  for  infection.  Very  few  of  us  be- 
lieve that  we  directly  kill  the  micro-organisms  by  the  use  of 
antiseptic  solutions  in  this  disease.  Our  aim  is  to  render  the 
conjunctival  sac  as  near  sterile  as  possible,  and  to  maintain 
surroundings  unfavorable  to  their  further  development.  In 
this  the  frequency  of  cleansing  is  a  most  important  factor, 
and  if  in  this  cleansing  it  be  brought  to  mind  that  injury  to 
the  corneal  epithelium  must  be  avoided,  we  note  an  important 
element  in  the  successful  handling  of  the  disease. 

Dr.  O.  Dodd,  Chicago. — There  is  one  thing  which  I  find 
to  be  of  great  benefit  in  keeping  the  eye  clean,  and  which  does 
away  with  the  necessity  of  frequent  cleansing.  I  think  every 
ten,  fifteen  or  twenty  minutes  is  too  frequent,  as  the  children 
can  not  stand  it.  I  have  seen  them  so  excited  over  the  fre- 
quent disturbance  that  it  would  have  been  very  serious  if  con- 
tinued. The  thing  I  speak  of  is  the  use  of  vaseline  in  the 
eyes  after  each  cleansing.  It  has  worked  very  well  in  the 
cases  where  I  have  used  it.  I  have  found  in  these  cases  there 
is  much  less  danger  of  corneal  infection.  It  protects  the  cor- 
nea, allows  the  secretion  to  get  out  by  preventing  the  sticking 
together  of  the  lids,  and  makes  the  frequent  cleansing  un- 
necessary. f 

Dr.  W.  L.  Dayton,  Lincoln,  Neb. — A  few  words  in  regard 
to  the  keeping  qualities  of  the  protargol  solutions.  Of  course, 
the  same  care  must  be  bestowed  on  the  preservation  of  the  solu- 
tion as  on  the  nitrate  of  silver  solutions,  but  it  appears  to  me 
the  one,  five,  or  ten  per  cent,  solutions  deteriorate  with  age. 
I  have  noticed  it,  and  frequently  spoke  of  it,  that  it  is  more 
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irritating  when  frequently  prepared,  even  in  the  weaker  solu- 
tions, than  is  the  stronger  later  on.  Whether  there  is  a  pre- 
cipitate or  not,  later  it  gets  darker,  which  shows  there  is  a 
deterioration.  I  have  sometimes  used  a  five  per  cent,  solution 
of  the  older  at  the  hospital  and  found  there  was  less  smarting 
than  with  the  newer  preparations  of  the  same  strength.  I 
thought  at  first  there  was  but  little  irritation  from  the  protar- 
gol  solution ;  in  many  cases  there  is  considerable ;  it  is  only 
for  a  moment,  and  is  nothing  like  as  lasting  as  the  weakest  of 
the  nitrate  of  silver  solutions.  There  is  a  close  distinction  be- 
tween asepsis  and  antisepsis.  In  the  treatment  of  the  eyes  of 
the  new-born,  cleanliness  is  the  great  factor,  and  even  then  we 
use  the  simple  normal  salt  solution.  When  it  is  us^ed  five  to 
ten  grains  to  the  ounce,  it  is  a  little  above  the  normal  salt 
solution;  therefore  I  use  two  and  a  half  grains  to  the  ounce. 
But  so  far  as  the  frequent  cleansing  the  eyes  of  the  new-born, 
I  believe  it  is  essential  to  keep  them  clean  of  secretion,  and  I 
advise  the  nurse  to  do  this  thoroughly  as  often  as  may  be 
necessary.  The  country  doctor  does  not  have  the  advantage 
of  the  city  doctor  and  can  not  depend  upon  trained  nurses, 
but  has  the  neighbors,  or  possibly  some  old  lady  who  is  the 
nurse  in  the  neighborhood  at  time  of  confinement ;  these  peo- 
ple are  very  careless  with  the  baby's  eyes.  I  find  this  disease 
is  much  less  frequent  than  it  used  to  be — whether  it  is  be- 
cause of  the  teaching  of  our  colleges  that  cleanliness  is  im- 
portant,  or  that  the  old  women  are  less  frequent  and  supplanted 
by  trained  nurses.  But  whether  we  use  an  aseptic  or  anti- 
septic, it  is  the  main  feature  to  use  it  so  that  it  will  not  irri- 
tate the  cornea.  Permanganate  of  potash  is  undoubtedly  good. 
Of  course,  in  the  strength  of  1  in  3,000  it  has  certain  staining 
qualities  which  are  bad,  and  its  value  is  not  greater  than  the 
borate  solution  or  the  normal  salt  solution. 

Dr.  C.  W.  Dodd,  Cincinnati. — A  question  in  our  private 
practice  arises  as  to  just  how  this  cleansing  shall  be  done  to 
avoid  injury.  We  are  apt  to  say,  "This  must  be  cleaned  so 
often."  But  how  is  that  cleansing  to  be  done?  If  you  simply 
say,  wipe  the  pus  out  with  cotton,  you  run  the  risk  of  scratching 
with  the  fingernail.  Or,  if  you  suggest  wrapping  cotton  on  a 
wooden  tooth-pick,  the  nurse  or  mother  is  liable  to  leave  the 
end  of  the  pick  projecting,  endangering  thereby  the  cornea  or 
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conjunctiva.  I  try  to  furnish  the  person  who  is  to  carry  out 
my  instructions  with  a  simple  glass  rod,  such  as  I  have  used 
for  the  past  thirteen  years.  The  idea  was  given  me  by  Prof. 
Leber,  now  of  Heidelberg.  The  glass  rods  are  solid,  one- 
eighth  of  an  inch  in  diameter,  and  about  four  or  five  inches 
in  length,  and  they  should  taper  somewhat  at  each  end:  both 
ends  should  be  a  trifle  flattened  or  spatula-like.  No  other 
form  of  cotton  carrier  can  be  so  clean,  remain  aseptic,  and  be 
so  incapable  of  harming  the  eyes;  cotton  is  easily  wrapped 
on  to  the  rods  and  as  easily  removed.  By  means  of  the  rod. 
cotton  can  readily  and  carefully  be  passed  under  an  upper  lid, 
which  is  difficult  to  evert,  and  with  no  injury  to  the  epithelium 
of  cornea  or  lid.  Vaseline  ointment,  either  simple  or  medi- 
cated, I  also  use  in  these  cases;  and  for  introducing  any  kind 
of  ointment  into  the  eye  no  other  means  is  so  safe  and  cleanly 
as  these  same  glass  rods.  In  the  thirteen  years  I  have  been 
using  these  rods  daily,  I  have  never  had  the  slightesl  injury 
result  therefrom. 

Dr.  D.  T.  Vail,  Cincinnati. — I  wish  to  add  my  experience. 
The  remarks  so  far  have  left  unch a Qenged  the  plea  made  by 
the  essayist  for  the  milder  applications  in  this  dread  disease 
of  the  eye  instead  of  the  old-fashioned  strong  nitrate  of  silver 
solution. 

In  the  Cincinnati  hospital  I  had  some  sad  easefl  <>f  blennor- 
rhea neonatorum,  in  which  the  diagnosis  was  made  with  the 
microscope  and  the  gonococcua  found  present  j  and  I  being 
anxious  to  spare  these  little  beings  the  Bufferings  which  I  had 
been  led  to  believe  they  must  undergo,  when  powerful  astrin- 
gent solutions  were  used,  tried  the  newer  methods,  as  recom- 
mended by  the  essayist.  I  used  the  protargol  thoroughly  in 
the  weaker'  solutions,  and  also  the  Scott's  solution,  and  am 
sorry  to  say  that  my  experience  was  very  sad.  The  eye^  were 
lost ;  they  ran  out,  and  I  believe  if  I  had  it  to  do  over  again  I 
could  have  saved  them  by  the  old  regulation  nitrate  of  silver 
treatment.  I  have  gone  back  to  the  nitrate  of  silver  solution. 
I  turn  the  eyelid  over  and  keep  on  turning  it  to  expose  the 
rugee  of  the  cul-de-sac,  and  then  by  means  of  a  soft  earners  hair 
brush  I  apply  the  two  per  cent,  nitrate  of  silver  solution  thor- 
oughly, being  careful  to  avoid  the  cornea.  I  then  gently  mop 
the    excess    of   the   solution  by  means   of  wet   cotton,  well 
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squeezed,  apply  a  little  plain  vaseline,  and  use  ice  applica- 
tions. I  am  free  to  confess  that  in  an  experience  of  twelve 
years  I  have  yet  to  see  the  first  case  lost  when  so  treated,  ex- 
cept where  the  cornea  was  already  ulcerated  before  this  treat- 
ment was  instituted. 

Dr.  C.  R.  Holmes,  Cincinnati. — In  regard  to  the  use  of 
protargol,  I  have  tried  it  in  normal  eyes  in  solutions  from  three 
to  twenty  per  cent,  to  ascertain  the  strength  that  could  be 
borne  without  suffering,  if  the  preparation  is  properly  pre- 
pared. Dr.  Emil  Gruening  told  me  several  months  ago  he 
was  using  twenty  per  cent,  solutions  in  private  practice, 
and  he  was  enthusiastic  over  the  result.  Recently  he  referred 
to  the  subject  in  the  same  terms.  I  would  ask  what  experi- 
ence others  have  had  with  the  retractor  irrigator  under  the 
lid.  I  do  not  see  why  a  glass  rod  should  be  used.  Soft 
pledgets  of  cotton  are  all  we  need.  The  vaseline  I  have  also 
used  for  a  long  time,  and  I  consider  irrigation  every  ten  min- 
utes too  frequent,  as  it  exhausts  the  child.  I  never  irrigate 
oftener  than  every  half  hour  or  hour. 

Dr.  Dudley  S.  Reynolds,  Louisville. — I  abhor  the  idea  of 
touching  the  eye  with  any  instrument.  My  method  is  to  take 
the  glass  out  of  a  common  eye  dropper  and  place  it  in  the  end 
of  the  rubber  tubing  connected  with  a  rubber  bag  of  not  less 
than  a  quart  capacity.  The  bag  should  hang  twelve  inches 
above  the  plane  on  which  the  patient's  head  rests.  This  gives 
a  small  stream  which  will  play  over  the  surface  of  the  lid, 
holding  the  upper  lid  up  and  the  lower  lid  down  with  the 
finger  and  thumb.  Then  by  holding  the  nozzle  over  the  bridge 
of  the  nose,  never  permitting  it  nearer  to  the  eye  than  one 
inch,  the  danger  of  wounding  the  cornea  is  entirely  removed. 
A  small  bit  of  cotton-wool  should  be  held  on  the  temple  to 
catch  the  flow.  Do  not  touch  the  eyeball,  but  hold  the  lids 
with  the  fingers,  and  let  the  fluid  play  on  the  everted  lids, 
never  on  the  cornea.  As  to  vaseline,  it  is  unreliable,  as  we 
never  know  what  it  may  contain.  We  should  always  order 
petrolatum,  which  is  recognized  by  our  Pharmacopcea.  This 
may  be  relied  upon  as  a  safe  and  mild  antiseptic. 

Dr.  Alt,  St.  Louis,  in  closing  the  discussion  said:  We 
are  all  of  the  same  opinion — that  we  would  not  put  any  medi- 
cine into  the  eyes  unless  there  is  a  suspicion  of  infection.   In- 
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deed,  I  spoke  of  cases  where  I  was  satisfied  that  very  thing 
had  produced  the  discharge.  With  regard  to  cleansing  of 
the  eyes  by  the  nurse,  I  am  greatly  in  favor  of  their  doing  it 
without  coming  in  contact  with  the  eye.  By  using  a  large 
amount  of  warm  borate  solution  with  the  eye  dropper  and 
simply  manipulating  the  lids  gently,  they  will  be  able  to  wash 
out  nearly  all  of  the  pus  without  touching  the  eye  itself. 
With  regard  to  the  decomposition  of  the  solution  Dr.  Dayton 
spoke  of,  I  am  satisfied  that  it  deteriorates  when  it  gets  old. 
However,  I  use  it  all  the  time,  and  my  solutions  have  not  time 
to  get  old.  I  have  not  used  nitrate  of  silver  for  three  years 
in  any  case  whatever.  I  have  used  protargol  in  every  case. 
This  I  could  not  have  done  if  I  had  not  found  it  to  be  what  1 
claim  for  it.  I  would  not  give  the  nurse  a  glass  rod;  it  i>  too 
dangerous.  With  regard  to  the  camel's  hair  brashes  Dr.  Vail 
speaks  of,  I  never  use  them  any  more.  I  examined  some  of 
my  brushes  under  the  microscope  and  1  am  satisfied  that  some 
of  the  little  hair  spikes  come  off,  and  I  use  no  more  brushes. 
I  use  cotton  wound  around  the  little  instrument  the  dentisl 
uses  to  drill  in  the  nerve  canal.  When  I  buy  this,  it  is  sharp 
at  the  end  which  I  wrap  the  cotton,  and  this  I  file  off.  With 
regard  to  the  loss  of  eyes  Dr.  Vail  speaks  of,  I  never  have  had 
such  an  experience.  I  have  been  perhaps  extraordinarily  for- 
tunate, but  I  do  not  remember  any  eyes  lost  from  blennor- 
rhea neonatorum,  not  only  in  niv  practice,  but  also  that  of 
others,  which  had  come  to  the  specialist  at  a  time  when  there 
was  not  yet  any  alteration  of  the  cornea. 
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Mr.  President  and  Gentlemen  of  the  Western  Ophthalmologic  and  Oto-Laryn- 
gologic  Association: 

IN  presenting  this  subject  to  your  society,  I  will  endeavor  to 
present  the  clinical  side  of  it  exclusively.  The  methyl  blue, 
as  you  all  know,  is  a  coal  tar  compound  used  extensively  in 
dyeing  and  in  the  arts,  and  staining  bacteriological  specimens. 
It  is  a  diaphenylamine  compound ;  it  is  known  as  such  to  the 
laboratory  chemist. 

First  of  all,  it  is  a  germ  destroyer,  and  this  property  is 
most  likely  due  to  its  great  penetrating  powers.  Possibly  it 
chokes  the  germs  to  death.  My  first  experience  with  it  was 
about  the  time  it  made  its  appearance  on  the  market,  some 
fifteen  years  since.  The  first  case  in  which  I  used  it  with 
marked  benefit  was  in  a  case  of  lupus  of  the  nose.  This  case 
occurred  in  the  person  of  an  old  woman,  and  was  apparently 
a  hopeless  one.  I  ordered  a  solution  of  the  drug  in  the 
strength  of  ^.\e  grains  to  the  ounce  of  water,  to  be  applied 
after  thorough  cleansing  night  and  morning.  The  sore  healed 
rapidly  and  has  remained  closed  from  that  day  to  this.  This 
patient  had  gone  the  rounds  of  the  profession,  and  had  been 
treated  with  almost  all  of  the  drugs  that  are  used  for  the  cure 
of  open  sores. 

I  have  treated  suppurating  otitis  media  with  it  for  years, 
and  with  most  satisfactory  results.  After  the  suppurating 
surface  has  been  rendered  as  nearly  clean  as  possible,  a  solu- 
tion of  five  grains  to  the  ounce  of  water  is  dropped  into  the 
ear  and  permitted  to  remain  by  packing  the  external  canal 
with  cotton.  In  many  cases  where  the  discharge  is  slight,  a 
single  application  will  dry  the  ear  for  weeks  and  even  months. 
Its  curative  powers  in  these  cases  seems  to  be  due  to  its  pow- 

*Kead  at  the  meeting  of  the  Western  Ophthalmologic  and  Oto-Laryn- 
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ers  for  penetrating  and  staining  open  tissues.  It  finds  its  way 
into  recesses  that  the  cleansing  solutions  and  other  agents  can 
not  reach.  In  suppurating  conditions  of  the  lacrymal  sac 
there  is  no  application  that  equals  it  in  arresting  the  discharge. 
When  the  sac  has  been  properly  drained,  a  few  washings  with 
the  blue  will  suffice  to  destroy  the  pus. 

In  diseases  of  the  antrum  of  Highmore,  where  there  is  pus, 
it  will  be  found  equally  valuable.  In  some  of  those  cases,  with 
the  most  thorough  drainage  there  may  be  a  pocket  that  con- 
tains pus,  and  the  blue  will  be  one  of  our  most  valuable  agents 
in  making  the  cure  complete.  In  all  of  these  cases  the  blue 
will  be  one  of  the  most  valuable  agents  at  our  command. 

In  carbuncle  it  is  equally  valuable,  and  in  fact  its  value  in 
the  treatment  of  an  abscess  anywhere  cannot  well  be  over-esti- 
mated. Time  and  again  I  have  seen  large  carbuncles  about  the 
neck  cured  in  from  eight  to  ten  days  by  the  following  treat- 
ment: A  crucial  incision  under  local  anaesthesia;  the  cavity 
or  cavities  evacuated  and  swabbed  out  with  liquid  carbolic  acid, 
and  then  mopped  out  with  methyl  blue  and  packed  lightly  with 
gauze  saturated  with  the  blue.  If  there  are  many  cavities,  as 
there  is  in  some  cases,  they  should  be  thoroughly  cleansed 
after  the  first  dressing  has  been  removed,  and  redressed  with 
the  blue  each  day  until  recovery  is  complete. 

In  purulent  conjunctivitis — ophthalmia  neonatorum — it 
ranks  with  any  local  agent  at  our  command.  I  have  relied 
on  it  for  years,  and  in  all  of  that  time  have  lost  the  eyes 
of  but  one  child.  In  this  disease  the  same  rules  as  to  clean- 
liness must  be  pursued,  and  the  blue  applied  two  or  three 
times  a  day,  according  to  the  emergencies  of  the  case.  It 
does  not  check  the  suppuration  so  suddenly  as  silver,  and  in 
fact  its  action  is  entirely  different.  It  will  not  stain  the  cor- 
nea permanently.  Its  use  should  be  persisted  in  to  secure  the 
best  results. 

As  a  means  of  diagnosing  the  presence  of  corneal  ulcers, 
it  has  no  equal.  Its  affinity  for  open  tissues  is  so  great  that 
it  takes  hold  of  them  and  makes  such  a  clear  outline  that  it 
not  only  defines  the  outline  of  the  ulcer,  but  furnishes  a  guide 
for  the  application  of  the  actual  cautery  or  any  one  of  the 
caustics  that  is  necessary  to  apply.  Its  value  in  these  cases 
is  especially  valuable  to  practitioners  and  surgeons  who  are 
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not  experts  in  detecting  these  ulcers;  in  fact,  in  any  case 
where  there  is  doubt  as  to  the  absence  or  presence  of  an  ulcer 
of  the  cornea,  this  stain  will  settle  it  promptly. 

It  not  only  stains  them,  but  it  is  one  of  the  very  best  local 
applications  that  can  be  made  to  ulcers  of  the  cornea  where 
the  use  of  a  strong  caustic  is  not  demanded — either  before  or 
after  the  caustic  application.  Its  germicidal  properties  are 
here  fully  demonstrated. 

In  cases  of  follicular  tonsillitis,  it  is  almost  a  specific.  In 
the  clinic  at  the  Kentucky  School  of  Medicine,  where  every 
opportunity  to  demonstrate  its  efficacy  is  afforded,  there  have 
been  hundreds  of  cases  treated  in  the  last  ten  years.  It  is  a 
rare  thing  to  have  them  make  a  third  visit,  the  great  majority 
of  them  not  making  more  than  one  visit. 

Cancer. — In  epithelioma,  I  have  witnessed  some  remarka- 
ble results  from  the  local  use  of  methyl  blue.  One  most  re- 
markable case,  that  of  a  Mr.  White,  at  Big  Clifty,  Kentucky. 
This  man  had  lost  a  brother  from  cancer,  beginning  in  the 
lip,  extending  to  the  larynx,  and  finally  killing  him. 

At  the  time  I  saw  Mr.  White,  fully  one-third  of  the  lower 
lip  was  involved,  and  was  in  such  a  condition  as  to  suggest  the 
prompt  and  free  use  of  the  knife  as  the  only  means  of  giving 
any  relief.  It  was  one  of  those  angry  looking  sores  that  is 
frequently  met  with  in  practice  that  suggests  the  idea  of  feel- 
ing grateful  to  think  that  the  other  fellow  has  the  sore. 

The  clinical  appearance  of  the  sore  was  such  that  the  free 
use  of  the  knife  was  the  only  thing  that  entered  my  mind  as 
a  means  of  relief .  The  patient  and  the  doctor  both  objected 
to  the  use  of  the  knife,  and,  as  a  compromise,  the  blue  was 
applied,  with  the  understanding  from  me  that  I  did  not  be- 
lieve that  it  would  do  any  good.  Much  to  my  astonishment, 
the  sore  began  to  improve,  and  in  forty  days  was  entirely  well, 
and  has  remained  so  until  now,  and  the  man  is  enjoying  ex- 
cellent health. 

This  is  an  ideal  case,  where  the  results  exceed  all  expecta- 
tions ;  but  I  have  observed  many  cases  where  the  growths  have 
disappeared,  and  open  sores  of  long  standing  have  been  healed 
up  by  the  use  of  the  blue.  I  think  it  a  most  valuable  agent, 
that  has  been  overlooked,  and  I  trust  that  this  paper  will  re- 
sult in  its  Increased  use,  as  it  must  necessarily  prove  beneficial 

to  both  doctors  and  patients. 
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DISCUSSION. 

Dr.  J.  0.  Stillson,  Indianapolis. — I  simply  wish  to  ask 
one  or  two  questions  about  the  bactericidal  properties  of  this 
drug.  I  understand  the  Doctor  makes  a  solution  in  water — 
five  grains  to  the  ounce  of  water.  Is  it  simply  the  aqueous 
solution  of  methyl  blue  that  is  taken  up  by  the  tissue  that 
comes  in  contact  with  the  bacteria  and  stains  them,  or  is  it 
necessary  that  this  be  used  with  some  other  bactericidal  agency 
or  anything  besides  water?  We  all  know,  of  course,  that  in 
staining  bacteria  we  first  fix  them  on  slides.  Now  the  fixing 
process  by  means  of  heat  is  the  killing  process.  I  simply  ask 
for  information,  because  I  do  not  know  why  it  should  act 
as  a  bactericide  on  account  of  its  coloring ;  whether  the  re- 
bleaching  by  the  Gram  method  might  not  bring  the  bacteria 
to  life  again. 

Dr.  Adolf  Alt,  St.  Louis. — As  soon  as  I  had  read  Still- 
ing's  article,  recommending  pyoktanin  (methyl  violet)  as  an 
antiseptic,  I  procured  it,  and  have,  in  a  measure,  been  using 
it  ever  since.  My  first  experiences  I  published  in  a  paper  in 
the  American  Journal  of  Ophthalmology,  Vol.  X.,  p.  314. 
I  have  experimented  with  it  largely  in  eye  diseases ;  and  while  I 
can  also  testify  to  its  good  qualities,  particularly  in  the  treatment 
of  the  lacrymal  sac,  I  have  had  to  abstain  from  it  in  my  pri- 
vate practice  on  account  of  the  staining.  My  patients  did  not 
want  to  go  about  with  blue  eyes.  I  have  also  used  it  in  puru- 
lent otitis  media,  and  when  applying  the  pyoktanin  solution 
in  good  quantity,  so  that  the  whole  tissue  is  stained,  you  will 
find  a  very  rapid  and  astonishing  change  in  the  discharge  from 
pus  to  mucus.  Some  cases  even  get  well  in  a  very  short  time ; 
others,  however,  do  not.  Whether  this  is  due  to  the  bacteri- 
cidal power,  I  am  unable  to  say.  That  it  must  have  some  kind 
of  astringent  quality,  seems  quite  clear  from  the  fact  that 
the  mucous  membrane  gets  hard  and  dry  after  its  application. 
I  usually  use  one  grain  to  the  ounce.  It  acts  sometimes  a 
great  deal  better  than  boracic  acid.  I  also  quite  recently 
found  it  to  exert  a  most  beneficial  influence  in  cases  of  dry 
eczema  of  the  meatus  auditorius. 

Dr.  Coomes,  Louisville,  in  closing,  said:  I  have  made  no 
microscopical  examinations,  and  simply  assume  that  the  cure 
must  be  due  to  its  bactericidal  qualities.   You  take  tonsillitis; 
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we  know  it  is  a  germ  disease.  In  my  practice  they  get  well 
without  trouble,  and  it  is  simply  an  assumption  that  it  is 
by  germ  destruction.  It  is  a  great  drier.  I  have  a  great 
many  friends  whose  experiences  with  the  blue  have  been  sim- 
ilar to  mine.  The  five  per  cent,  solution  gives  considerable 
pain. 


BOOK  REVIEWS. 


Myelitis  und  Sehnervenentzuendung  (Myelitis  and  Neu- 
ritis Optica).  By  Dr.  Max  Bielschowsky.  With  Four 
Plates  and  Three  Illustrations  in  the  Text.  [Berlin,  1901. 
S.  Karger.     Price,  4  marks.] 

In  this  most  interesting  work  the  author  reports  four 
cases  of  optic  neuritis,  associated  with  myelitis,  which  he  has 
had  occasion  to  examine  in  a  very  exhaustive  manner,  both 
clinically  and  microscopically.  Some  excellent  micro-photo- 
graphs and  drawings  accompany  the  text.  The  changes  in 
the  optic  nerves  showed  no  direct  connection  with  those  in  the 
spinal  medulla,  and  the  contemporaneous  appearance  of  the 
spinal  disease  and  the  optic  neuritis  and  consequent  atrophy, 
could  be  explained  only  by  serological  factors  common  to 
both  affections.  Alt. 

Sympathicus-Resection  for  Glaucoma.     By  Dr.  M.  Ziehe 
and  Prof.  Th.  Axenfeld.     From  the  Eye  Clinic  of  the 
University  of  Rostock.     With  Ten  Illustrations.      [Halle, 
A.  S.     1901.     Carl  Marhold.     Price,  2  marks.] 
In  this  excellent  and  exhaustive  review  on  the  subject,  the 
authors  make  use  of  seventy-four  cases,  five  of  which  are  their 
own.     They  conclude  that  sympathectomy  is  not  a  dangerous 
operation.     That  while  in  acute  inflammatory  glaucoma  it  is, 
as  ;i  rule,  out  of  place,  it  may  do  good  in  hemorrhagic,  chronic, 
infl.inimatory  and  simple  glaucoma.     In  most  cases  it  is  only 
to  be  resorted  to  after  iridectomy  has  been  performed.    Id  all 
cases  of  glaucoma  in  which  the  present  therapy  does  not  suc- 
ceed, sympathectomy  is  justified  and  recommended,  although 
we  cannot  count  on  its  always  being  successful.  Alt. 
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G.  Anderson  Critchett,  M.A.,  F.R.C.S.E.,  President. 

in  the  Chair. 

Pulsating  Double  Exophthalmos. 

Mr.  Nettleship,  for  Dr.  D.  J.  Wood,  read  notes  of  a 
case  of  pulsating  double  exophthalmos  following  injury  to  the 
head,  cured  by  ligature  of  the  left  common  carotid.  The  pa- 
tient, an  engineer,  fell  on  his  head  from  a  bicycle  and  wafi 
picked  up  unconscious.  The  exophthalmos  developed  grad- 
ually, pulsation  being  very  obvious,  and  the  left  carotid  was 
ligatured  ten  days  after  the  accident.  Pulsation  was  arrested 
immediately,  but  some  signs  of  aphasia  and  paresis  super- 
vened, which  cleared  up,  marked  improvement  occurring  in 
twenty-four  hours.  After  operation,  vision  in  the  right  eye  was 
6/6,  in  the  left  6/6o>  owing  to  atrophy  and  scotoma.  Pulsation 
and  proptosis  were  permanently  abolished. 

Mr.  Treacher  Collins  referred  to  a  case  under  his  care 
two  years  before,  resulting  from  a  bullet  wound.  The  mis>ilc 
was  located  by  the  X-ray  at  the  base  of  the  basilar  proceoa  | 
there  was  pulsating  exophthalmos,  and  the  bruit  was  not  only 
audible  to  the  patient,  but  to  those  near  him.  Manual  pressure 
was  tried,  but  proved  unsuccessful,  and  Mr.  Openshaw  liga- 
tured the  common  carotid  with  great  benefit,  though  the  con- 
dition recurred  after  eight  months,  but  in  less  degree. 
Congenital  Ptosis. 

Mr.  G.  W.  Roll  exhibited  two  cases  of  congenital  ptosis 
in  which  Hess's  operation  had  been  performed  with  benefit. 
The  elder  lad  had  been  operated  upon  three  years  ago,  and 
the  cure  was  probably  permanent.  One  year  only  had  elapsed 
in  the  case  of  the  younger,  but  in  this  the  condition  was  bi- 
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lateral,  and  he  had  quite  lost  the  habit  of  throwing  the  head 
back,  common  in  these  cases.  Mr.  Roll  referred  to  Mr.  Law- 
ford's  account  of  Hess's  operation  in  the  thirteenth  volume 
of  the  Ophthalmic  Review,  but  said  he  preferred  to  leave  the 
stitches  in  fourteen  days  instead  of  ten,  and  also  inserted 
them  nearer  the  free  margin  of  the  lid  instead  of  midway  be- 
tween that  level  and  the  margin  of  the  orbit. 

The  President  cited  five  cases  in  which  he  had  operated, 
of  which  two  were  permanently  successful,  and  three  appeared 
to  be  drifting  back  to  their  original  condition. 
Sarcoma  of  Orbit. 

Mr.  Simeon  Snell  exhibited  a  sarcoma  of  the  right  orbit, 
removed  from  a  miner,  aged  38,  on  December  10,  1900.  A 
small  nodule  had  been  noticed  eight  months  previously  be- 
neath the  lower  lid,  and  had  gradually  enlarged,  till  at  the  time 
of  the  operation  the  growth  was  the  size  of  a  pigeon's  egg, 
freely  movable,  painless,  and  could  be  pushed  back  along  the 
floor  of  the  orbit.  The  globe  was  slightly  raised.  When  re- 
moved, the  tumor  was  kidney-shaped,  3  cm.  long  by  2  cm. 
wide,  definitely  encapsuled,  and  made  up  of  large  spindle- 
shaped  cells. 

Serous  Iritis  and  Tachycardia. 
'Dr.  Rayner  D.  Batten  exhibited  two  cases  of  serous  iritis 
with  tachycardia.  The  first,  a  girl,  aged  14,  had  been  one  year 
under  observation.  The  serous  iritis  was  very  marked,  and  in 
January  last  a  nodular  deposit  appeared  in  the  inferior  angle 
of  the  anterior  chamber ;  this  had  diminished  somewhat,  and 
become  vascular.  The  tachycardia  and  thyroid  enlargement 
had  improved  at  one  time  and  then  recurred.  The  second 
girl,  aged  about  20,  presented  well-marked  serous  iritis,  with 
synechias  of  the  iris.  There  was  persistent  tachycardia,  with 
enlarged  heart,  tremors,  and  flushings,  but  no  distinct  en- 
largement of  the  thyroid.  The  speaker  had  met  with  other 
cases  of  a  similar  kind,  one  of  which  suffered  a  destructive 
sclero-keratitis,  with  loss  of  the  eye. 

The  President  recalled  two  cases  presenting  this  combi- 
nation of  symptoms. 

Choroiditis. 

Mr.  G.  Hartridge  exhibited  a  case  of  choroiditis,  which 
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had  been  shown  in  an  early  stage  in  December,  1898.  Vision 
in  one  eye  was  6/6,  and  in  the  other  y^,  though  the  fundus 
change  in  both  seemed  about  the  same. 

The  President  referred  to  a  somewhat  similar  peculiarity 
of  vision  in  connection  with  nebulae ;  sometimes  with  a  small 
area  of  cornea  involved  vision  was  very  defective,  while  in 
others  with  an  apparently  extensive  opacity  the  patient  could 
see  wonderfully  well. 

Periscopic  Glasses. 

Mr.  A.  S.  Percival  showed  a  pair  of  periscopic  glasses. 
The  lenses,  being  concave,  allowed  of  lateral  movement  of  the 
eyes,  provided  the  paper  read  was  slightly  curved,  without  the 
distortion  usually  experienced  while  using  lenses  ground  on 
the  flat.  The  curve  was  so  arranged  that  the  circle  of  con- 
fusion, developed  when  looking  25  degrees  right  or  left,  was 
not  larger  than  the  maximum  sectional  area  of  a  retinal  cone 
—0.002  mm. 

Malformations  . 

Mr.  W.  Lang  showed  an  infant  with  a  congenital  notch 
in  the  outer  part  of  the  left  lower  lid,  and  dermoid  growth 
on  the  eye ;  the  latter  was  flat,  and  more  loosely  connected 
than  usual. 

Mr.  Adams  Frost  exhibited  a  u" i i*  1  with  a  variety  of  mal- 
formations about  the  face.  There  was  a  quadrilateral  gap  in 
the  right  upper  eyelid,  the  lashes  being  absent,  while  above 
the  eyebrow  was  a  tuft  resembling  them.  The  caruncle  was 
deformed,  and  at  the  outer  canthus  there  projected  a  mass 
resembling  a  lobe  of  the  lacrymal  gland.  The  development  of 
the  external  ear  was  defective  on  the  same  side,  and  though 
there  was  no  meatus,  hearing  was  not  entirely  absent.  A 
dermoid  structure  existed  near  the  right  angle  of  the  mouth, 
also  projecting  on  the  inner  aspect,  and  there  was  a  dimple 
on  the  left  side,  as  if  something  had  been  removed.  The  eye 
was  healthy ;  there  was  no  coloboma  of  the  choroid. 

Mr.  Johnson  Taylor  said  that  dermoid  growths  on  the 
cornea  sometimes  had  deeper  connections  than  were  apparent, 
and  required  to  be  handled  with  caution  to  avoid  perforating 
the  globe. 

The  President  recommended  a  blunt-pointed  knife  for 
the  purpose.  , 
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Refractometer  . 

Mr.  C.  Blair  exhibited  a  portable  refractometer,  which 
consisted  of  a  spectacle  frame  carrying  revolving  discs  fitted 
with  glasses  so  arranged  that  an  extensive  range  of  lenses 
could  be  placed  before  each  eye,  saving  time  and  trouble  in 
retinoscopy  and  testing.  The  discs  were  five  inches  in  diame- 
ter, and  the  frame  weighed  eight  ounces. 
Foreign  Body  in  Eye. 

Mr.  J.  B.  Story  showed  a  thorn  which  had  been  buried 
in  the  iris  at  the  edge  of  the  anterior  chamber  for  two  months, 
the  outer  end  being  entirely  obscured  by  lymph ;  when  once 
discovered  the  removal  had  not  been  attended  with  difficulty. 

The  President  said  that  he  had  found  a  splinter  of  wood 
in  the  anterior  chamber  of  an  eye  that  had  been  injured  while 
the  patient  was  chopping  wood  twelve  years  previously.  Some 
irritation  had  occurred  on  three  occasions. 

Primary  Chancre  of  Lid. 

Mr.  C.  Wray  showed  a  case  of  primary  chancre  of  the 
lower  lid,  which  had  been  inoculated  by  the  finger  nail  after 
scratching  a  specific  sore. 

Detached  Retina. 

Mr.  C.  Wray  also  exhibited  a  man  who  had  had  extensive 
detachment  of  the  retina.  There  were  15  dioptres  of  myopia. 
The  tunics  of  the  eye  had  been  twice  punctured  with  a  Graefe's 
knife  at  a  fortnight's  interval,  after  the  manner  described  by 
Wolf.  The  eye,  in  addition,  had  been  bandaged  and  instilled 
with  atropine,  and  pulv.  hyd.  c.  cret.  had  been  administered 
in  2-gr.  doses  thrice  daily.  The  retina  had  become  reapplied 
to  the  choroid,  and  vision  was  6/60  and  improving. 

Mr.  Marcus  Gunn  said  the  operation  in  question  had  been 
repeatedly  performed  before  the  account  published  by  Wolf, 
and  could  not  rightly  be  associated  with  his  name.  In  the 
present  case  there  was  still  a  little  detachment,  and  also  some 
affection  of  the  choroid  resulting  from  the  interference,  which 
no  doubt  assisted  the  reattachment. 

Mr.  Johnson  Taylor  said  he  had  performed  the  operation 
two  or  three  times,  but  thought  in  all  the  cases  the  patient's 
condition  had  been  made  worse. 

The  President  said  his   own   experience  had  been  dis- 
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astrous.  One  case,  in  which  he  had  advised  against  the  oper- 
ation, had  since  undergone  three  operations  in  Paris,  at  con- 
siderable expense,  and  vision  was  only  equivalent  to  J.  19, 
though  previously  it  had  been  J.  8. 

[A  third  case  was  one  of  doubtful  exostosis  of  the  orbit 
(with  skiagraphs)]. 

Spuing  Catarrh. 

Mr.  Holmes  Spicer  showed  a  case  of  spring  catarrh  in  a 
quiescent  stage.  The  appearance  was  quite  typical,  the  milki- 
ness  of  the  lids,  and  the  granular  condition  of  the  conjunctiva 
being  well  marked  and  showing  the  characteristic  hexagonal 
pavement  appearance.  The  patient  had  spent  three  years  in 
Johannesburg,  having  attacks  each  summer,  but  suffered  most 
of  all  when  crossing  the  line  at  sea  on  his  return  while  ex- 
posed to  the  greatest  heat. 

Mr.  W.  Lang  expressed  his  opinion  that  it  was  of  the 
greatest  importance  that  rather  uncommon  cases  of  this  sort 
should  be  shown  at  the  Society.  He  had  under  his  care  at 
the  present  time  a  child  who  had,  in  consequence  of  this  com- 
plaint, been  subjected  to  a  plastic  operation,  which  had  re- 
sulted in  ptosis,  pannus,  and  iritis.  Had  the  condition  been 
recognized,  no  such  treatment  would  have  been  undertaken. 

Double  Temporal  Hemianopsia. 

Mr.  A.  H.  Thompson  showed  a  case  of  double  temporal 
hemianopsia  with  optic  neuritis,  which  occurred  suddenly  at 
5  a.m.,  three  weeks  ago,  in  a  young  woman,  in  association 
with  the  vomiting  of  pregnancy.  The  outer  half  of  the  visual 
field  was  lost  in  both  eyes,  which  presented  the  characteristic 
hemianopic  pupil  reflex,  no  contraction  taking  place  when 
light  was  directed  from  the  temporal  side,  though  it  was  mani- 
fest when  thrown  into  the  eye  from  the  nasal  side.  The  discs 
showed  the  changes  of  neuritis.  The  lesion  was  probably  of 
the  anterior  part  of  the  chiasma. 

Mr.  Marcus  Gunn  had  suggested  haemorrhage  into  the 
pial  sheath. 

The  President  thought  the  indications  were  against  the 
supposition  of  tumor. 

Thiersch's  Graft  of  Orbit. 

Mr.  J.  H.  Fisher  showed  a  case  of  Thiersch's  graft  of 
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the  orbit  employed  after  removal  of  the  globe,  retro-ocular 
tissue,  and  lids  for  sarcoma  of  the  sclerotic.  There  had  been 
three  operations.  The  skin  was  obtained  from  the  arm,  and 
a  month  after  the  operation  had  covered  the  orbit,  obviating 
at  once  the  slow  process  of  granulation  and  the  unsightly 
contraction  of  the  eyebrow.  Three  other  cases  had  been 
treated  in  a  similar  way,  with  equally  good  results,  by  Conti- 
nental surgeons. 
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ABSTRACTS  FROM  MEDICAL  LITERATURE. 


By  W.  A.  SHOEMAKER,  M.D. 

ST.  LOUIS,  MO. 

ON  ULCUS  RODENS  CORNER. 


Schmidt-Rimpler    {Archives   of  Ophthalmology ^    March, 

1901)  describes  this  rather  rare  condition,  and  reports  a  case. 
The  disease  begins  as  a  narrow  extended  ulcer  along  the  cor- 
neal margin.  It  differs  entirely  from  ulcus  serpens,  which 
usually  begins  at  the  center  and  progresses  toward  the  periph- 
ery. It  might  be  confounded  with  shallow  marginal  ulcers. 
seen  in  old  people,  but  the  periphery  does  not  heal  with  a  new 
formation  of  vessels  and  thickening  of  tissues,  while  the  ulcer 
extends  centrally.  Moreover,  these  ulcers  have  not  the  un- 
dermined gray  margin,  and  are  more  transparent.  There  i> 
a  particular  form  of  marginal  ulcer,  which  the  author,  in  his 
text-book,  calls  chronic  peripheric  furrow  keratitis,  which 
might  in  the  beginning  be  confounded  with  ulcus  rodens,  but 
it  never  extends  centrally,  as  does  the  latter.  The  etiology  of 
rodent  ulcer  is  uncertain.  The  author  rejects  the  view  of 
Ahlstrom  and  others,  that  it  may  be  due  to  anaesthesia  of  the 
corneal  nerves.  The  most  rational  treatment,  he  thinks,  i> 
cauterization  and  scraping,  and  possibly  covering  the  ulcer 
with  conjunctiva,  though  a  favorable  result  can  not  always  be 
expected. 

A  CASE  OF  LEFT  HOMONYMOUS  HEMIANOPSIA. 
PROBABLY  HYSTERICAL. 

M.  N.  Zimmerman  {Ophthalmic  Review,  March,  1901) 
reports  the  case  of  a  servant,  aged  25  years,  who  enjoyed 
fairly  good  health,  and  gave  no  history  of  injury  to  head. 
During  the  two  years  previous  to  consulting  the  author,  she 
had  six  convulsive  seizures,  with  loss  of  consciousness.  On 
account  of  one  of  these  she  was  admitted  to  the  hospital,  where 
she  had  several  seizures  within  two  days.  On  the  third  day 
after  admission,  an  ophthalmoscopic  examination  was  made, 
and  the  fundi  were  found  normal.     Vision,  however,  was  nil, 
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44  except  the  perception  of  light  in  the  left  halus  of  both 
visual  fields."  Three  days  later  the  patient's  condition  per- 
mitted careful  perimetric  records  to  be  made  as  to  form  and 
red  in  the  right  eye,  and  on  the  following  day  in  the  left. 
The  patient  made  a  rapid  recovery,  after  general  and  local 
treatment  for  a  retroverted  uterus.  Sixteen  months  later,  she 
wrote  that  she  was  in  good  health,  and  had  no  eye  trouble  of 
any  kind. 

The  author  thinks  a  diagnosis  of  hysteria  is  justified  by 
the  following  facts : 

1.  The  temporary  character  of  the  hemianopsia  and  its 
association  with  marked  peripheral  contraction  in  the  retained 
fields. 

2.  The  presence  of  reversal  in  a  marked  degree  after  re- 
covery. 

3.  The  absence  of  any  other  symptom  of  organic  disease, 
and  the  very  definite  association  of  the  attacks  with  delayed 
and  painful  menstruation. 

4.  Disappearance  of  all  symptoms  after  partial  cure  of  the 
pelvic  condition,  with  great  improvement  in  general  health. 

MELANO -SARCOMA  OF  THE  CHOROID,  WITH  REPORT  OF 
THREE  CASES. 

Francis  W.  Alter  (  Toledo  Medical  and  Surgical  Reporter, 
March,  1901)  reviews  the  symptoms  and  stages  of  this  dis- 
ease, and  reports  three  cases.   His  conclusions  are  as  follows  : 

1.  Melano-sarcoma  of  the  choroid  is  a  fatal  disease.  Prob- 
ably not  more  than  15  per  cent,  make  an  absolute  recovery 
after  operation. 

2.  The  prognosis  of  this  affection,  though  grave  in  all 
stages,  is  best  with  an  early  operation. 

3.  It  is  well-nigh  impossible  to  make  a  diagnosis  of  acute 
inflammatory  glaucoma  due  to  tumor  when  the  fellow-eye 
presents  a  glaucomatous  aspect,  as  evidenced  by  Case  No.  1 
recorded  in  this  paper. 

4.  The  round-celled  highly  vascular  tumor  speaks  almost 
unequivocally  of  a  fatal  termination.  The  spindle-celled  growth 
gives  a  much  more  hopeful  outlook. 

5.  The  presence  of  melanin  in  the  urine  gives  strong  evi- 
dence of  metastasic  involvement.  It  foreshadows  a  fatal 
termination. 
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CASE  OF  CAVERNOUS  ANGIOMA  OF  THE  ORBIT. 

A.  L.  Whitehead  (British  Medical  Journal,  April  13, 
1901)  reports  a  case  of  cavernous  angioma  of  the  orbit  in  a 
man,  51  years  of  age,  which  had  first  been  noticed  about  ten 
years  previously.  There  was  sufficient  exophthalmus  to  pre- 
vent closure  of  the  lids,  and  an  ulcer  on  the  cornea  had  devel- 
oped. The  movements  of  the  eyeball  were  decidedly  restricted, 
and  the  pupil  was  dilated.  The  tumor  was  bluish-black,  and 
could  be  seen  above  the  globe.  No  pulsation  was  present, 
The  growth  was  not  attached  to  the  walls  of  the  orbit.  The 
fundus  was  healthy,  and  vision  =  6/60.  Under  ether,  the 
external  canthus  was  divided,  the  capsule  was  dissected  up, 
and  the  external  rectus  divided ;  the  tumor  was  removed  en 
masse  with  some  difficulty,  but  without  injury  to  the  eyeball. 
The  growth  was  lobulated,  and  nearly  encircled  the  optic 
nerve.  Haemorrhage  was  slight,  requiring  no  ligatures.  The 
recovery  was  uneventful,  and  the  vision  improved  to  6/9,  with 
almost  normal  movement  of  the  eyeball.  The  growth  meas- 
ured 54/5  cm.  X  37/10  cm.  Examination  showed  it  to  be 
a  cavernous  angioma  of  the  fibrous  variety. 

DIFFERENT  METHODS  IN  WHICH  GLIOMA  OF  THE  RETINA 
INVADES  AND  AFFECTS  THE  OPTIC  NERVE. 

E.  F.  Snydacker  (Archives  of  Ophthalmology,  March, 
1901)  thinks  the  methods  of  invasion  of  glioma  of  the  retina 
are  as  follows  : 

1.  The  commonest  method  of  invasion  is  for  the  tumor 
cells  to  force  their  way  through  the  interspaces  of  the  lamina 
cribrosa,  into  the  nerve-fiber  bundles,  to  follow  these  back- 
ward, invading  them  and  substituting  glioma  cells  in  their 
place. 

2 .  The  perivascular  spaces  of  the  central  vessels  also  afford 
a  means  of  ingress  for  the  tumor  cells.  The  tumor  pushes  its 
way  in  alongside  the  vessels,  and  then  the  cells  radiate  out- 
ward in  the  stroma  of  the  nerve  exactly  as  the  anatomy  of  the 
parts  would  lead  us  to  expect,  for  the  septa  are  connected  with 
the  vessel  sheaths,  radiating  outward  and  forming  the  susten- 
tacular  framework  of  the  nerve. 

3.  The  cells,  after  infiltrating  the  nerve  fibers  through  the 
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lamina  cribrosa,  invade  the  pial  sheath,  fill  the  intervaginal 
sheath,  run  backward  and  reinvade  the  nerve,  mainly  along 
the  septa. 

4.  The  cells  invade  the  choroid,  then  follow  the  course  of 
the  posterior  ciliary  vessels  and  nerves.  In  this  manner  they 
may  invade  the  dural  sheath  in  one  of  two  ways :  they  may 
force  their  way  between  the  fiber  bundles  of  the  sclera  and 
thence  into  the  dural  sheath  and  intervaginal  space,  or  they 
may  make  their  way  into  the  retrobulbar  space  and  from  here 
invade  the  dural  sheath. 

5 .  The  glioma  cells  follow  the  course  of  the  vense  vorticosae, 
and  from  here  follow  the  lymph  channels  into  the  supravagi- 
nal space  and  infiltrate  the  nerve  sheaths. 

6.  Tumor  perforates  the  ball  and  invades  the  nerve  from 
the  orbit. 

CONTRIBUTION  TO  DIPHTHERIA  OF  THE  CONJUNCTIVA. 

Schlisinger  (Munchener  Medicinische  Wo chenschrift,  Jan- 
uary 15,  1901)  reports  two  cases  of  pseudo-membranous  con- 
junctivitis. In  the  first,  diphtheria  bacilli  were  not  obtained 
in  the  cultures;  nevertheless,  an  injection  of  antitoxic  serum 
was  given,  and,  in  addition,  vigorous  local  treatment  with  anti- 
septic solutions  was  employed.  The  patient  made  a  good  re- 
covery. In  the  second  case,  diphtheria  bacilli  were  found. 
The  same  treatment  was  employed  with  equally  satisfactory 
results.  The  advantage  in  employing  anti-diphtheritic  serum 
is  that  it  hastens  the  separation  of  the  membrane,  and  im- 
proves the  general  condition  of  the  patient.  It  should  be  used 
as  soon  as  the  diagnosis  is  made. 

TREATMENT  OF  DETACHMENT  OF  THE  RETINA. 

Strakle,  in  his  (Basel)  Inaugural  Thesis,  gives  an  account 
of  the  treatment  of  twenty-three  comparatively  recent  cases 
of  the  disease  by  subconjunctival  injections  of  salt  solution. 
In  ten  cases  there  was  a  marked  improvement,  with  complete 
restoration  of  the  detached  membrane  in  three.  In  nearly  all 
(twenty-one)  improvement  of  vision  set  in ;  in  seventeen  there 
was  an  enlargement  of  the  field  of  vision.  As  might  have  been 
expected,  the  more  recent  the  detachment,  the  more  marked 
was  the  improvement.     The  operator  began  usually  with  a 
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weak  (two  per  cent.)  solution,  but  finally  employed  a  four 
and  even  a  ten  per  cent,  solution.  In  many  instances  the  last 
strength  seemed  the  most  effective.  The  author  thinks  that 
the  exosmosis  and  endosmosis  set  up  by  the  salt  solution  re- 
duces the  amount  of  the  subretinal  fluid  without  decreasing 
the  vitreous  mass,  thus  permitting  the  retina  to  resume  its 
normal  position.  There  is,  at  least,  one  consideration  not  to 
be  lost  sight  of  in  this  connection.  In  choosing  a  form  of 
treatment  for  detachment  of  the  retina,  this  plan  has  the  ad- 
vantage of  being  without  risk — which  cannot  be  claimed  for 
procedures  like  the  Schoeler  and  Deutschmann  methods. — 
Ophthalmic  Record,  April,  1901. 

FIVE  HUNDRED  OPERATIONS  FOR  CATARACT. 

S.  N.  Korskenewsky  (  Vratch,  March  3,  1901)  reports  five 
hundred  cataract  extractions,  with  the  following  results: 
Good  vision  in  348,  or  67.2  per  cent. ;  medium  in  61,  or  13.5 
per  cent. ;  poor  in  17,  or  3.8  per  cent. ;  vision  lost  in  25,  or 
5.5  per  cent.  The  results  in  49  cases  are  not  reported.  The 
operations  were  performed  under  various  circumstances;  in 
hospitals  and  in  peasant  huts.  Almost  all  forms  of  cataract, 
with  their  usual  complications,  were  represented.  Iridectomy 
was  done  in  every  case.  The  author  insists  on  thorough  asep- 
sis and  antisepsis. 

A  CASE  OF  NON-COMITANT  RIBBON-LIKE  KERATITIS, 
WITH  REMARKS. 

M.  F.  Weyman  (Ophthalmic  Record,  April,  1901),  from 
a  study  of  the  case  reported,  infers : 

1.  That  ribbon-like  keratitis  arises  from  trophic  disturb- 
ances in  the  lymph  spaces  of  the  anterior  layers  of  the 
parenchyma. 

2.  That,  as  a  result,  Bowman's  membrane  suffers  and  thus 
produces  epithelial  hypertrophy  in  the  same  manner  as  a  low 
grade  of  irritation  in  a  wound  would  produce  unhealthy  gran- 
ulations. 

3.  That  calcareous  degeneration  is  an  accidental  result, 
but  that  desiccation  being  most  easily  effected  in  the  line  of 
the  palpebral  fissure,  the  typical  bands  would  naturally  appear 
there  first. 
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SUPRARENAL  EXTRACT. 

W.  H.  Bates  {Medical  Council,  March,  1901)  gives  his 
experience  with,  this  remedy  in  various  ocular  troubles.  He 
has  treated  many  cases  of  conjunctivitis  successfully  with  local 
applications,  and  finds  it  a  valuable  remedy  in  the  treatment 
of  keratitis,  iritis,  glaucoma,  and  dacryocystitis.  The  author 
considers  it  a  safe  remedy  to  use  in  all  inflammations  of  the 
eye.  As  a  hemostatic,  in  eye  operations,  he  considers  it  the 
best. 

NEURITIS  RECURRING  AFTER  ATROPHY  OF  BOTH  OPTIC 
NERVES  IN  A  CASE  OF  BRAIN  TUMOR. 

Edward  R.  Williams  {Boston  Medical  and  Surgical  Jour- 
nal, May  16,  1901)  reports  a  case  in  a  woman,  22  years  old. 
There  had  been  attacks  of  headache  and  vomiting,  followed 
shortly  by  failing  of  vision,  which  could  not  be  improved  by 
glasses.  One  year  later,  there  was  marked  atrophy  of  both 
nerves,  with  signs  of  old  haemorrhages  about  the  maculae. 
Two  days  before  death,  which  occurred  three  months  later, 
after  prolonged  coma,  ophthalmoscopic  examination  showed 
typical  double  optic  neuritis.  The  literature  on  the  subject  is 
extensively  referred  to. 

A  CONTRIBUTION  TO  THE  SYMPTOMATOLOGY  AND  HISTOLOGY 

OF  PRIMARY  MYXOSARCOMA  OF  THE  OPTIC  NERVE, 

AND  THE  OPERATIVE  REMOVAL  OF  SUCH 

GROWTHS  BY  KRONLEIN'S  METHOD. 

Axenfeld  and  Busch  {Archives  of  Ophthalmology ,  May, 
1901),  after  reporting  a  case  in  which  a  myxosarcoma  was 
removed  from  the  posterior  orbit,  surrounding  the  optic  nerve, 
call  attention  to  the  noteworthy  features,  which  are : 

1.  The  periodic  variation  of  the  exophthalmus,  with  ac- 
companying fever. 

2.  The  almost  perfect  acuteness  of  vision  and  complete 
field  on  the  day  of  operation  after  the  exophthalmus  had  lasted 
eight  months  and  a  considerable  tumor  of  the  nerve  had  de- 
veloped. 

3.  The  extirpation  of  the  tumor  by  Kronlein's  method, 
with  permanent  preservation  of  the  ball. 

4.  The  extensive  improvement  of  the  paralysis  of  the  ocu- 
lar muscles  after  the  operation. 
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5.  The  condition  and  distribution  of  the  medullated  fibers 
in  the  optic  nerve. 

6.  The  existence  of  hyaline  cartilage  in  the  nerve. 

THE  RELATION  OF   THE  SYMPATHETIC  NERVOUS  SYSTEM  TO 
FUNCTIONAL  AMBLYOPIA. 

H.  D.  Pearse  (Albany  Medical  Annals,  June,  1901)  con- 
cludes his  paper  on  this  subjeot  as  follows : 

' '  Our  knowledge  of  the  manifold  manifestations  of  the 
disease,  hysteria,  in  every  structure  of  the  body  will  not  per- 
mit us  to  say  positively  that  the  retinal  elements,  the  con- 
ducting channels  of  visual  sensation,  or  the  visual  centers 
themselves  are  free  from  the  influence  of  this  disease.  The 
effect  upon  the  visual  apparatus  of  fright,  shock,  emotion, 
mental  exhaustion,  over-exertion,  etc.,  is  essentially  the  same 
as  in  hysteria,  and  whether  the  sympathetic  is  concerned  in 
this  action  is  yet  a  question. 

4  *  In  view  of  the  known  sphere  of  action  of  the  sympa- 
thetic and  of  the  many  cases  observed,  which  present  the  same 
conditions  in  the  vessels  of  the  fundus  which  the  influence  of 
the  sympathetic  produces  elsewhere  in  the  body,  if  the  sym- 
pathetic does  not  influence  the  fundus  vessels,  what  does? 
Until  a  more  plausible  source  of  influence  is  positively  demon- 
strated, we  cannot  do  better  than  accept  this  explanation, 
which  is  far  removed  from  a  theory." 

SYMBLEPHARON  OPERATION. 

Hugo  Wolff  (Archives  of  Ophthalmology)  says  the  difficulty 
of  making  a  permanent  retrotarsal  fold  is  considerable  in  all 
the  symblepharon  operations  hitherto  practiced.  From  a  study 
of  the  anatomy,  he  concludes  that  the  tendinous  expansion  of 
the  superior  rectus,  which  lies  just  beneath  the  conjunctiva,  is 
the  natural  insertion  of  the  upper  conjunctival  arch,  and  might 
serve  as  the  desired  fixed  point  of  attachment  for  the  new- 
formed  retrotarsal  fold.  He  reports  a  case,  and  says  that  in 
the  future  he  will  do  the  operation  in  the  following  manner : 
After  separating  the  adhesions  until  the  upper  lid  can  be 
doubly  everted,  a  horizontal  incision  will  be  made  in  the  ex- 
pansion of  the  rectus,  where  the  retrotarsal  fold  should  lie. 
Then,  in  order  to  prevent  excessive  swelling,  the  lid  will  be 
replaced,  and  perhaps  tampons  be  introduced  to  check  the 
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haemorrhage.  After  dissecting  up  the  flaps  the  lid  will  be 
everted,  so  that  the  flaps  may  be  sutured  to  the  expansion  of 
the  rectus  in  the  manner  described.  It  would  seem  better  to 
cover  the  tarsal  wound  also,  so  as  to  prevent,  later,  a  growing 
over  it  of  the  transplanted  flap  and  to  avoid  the  checking  of 
the  movements  of  the  upper  lid. 

The  advantages  of  the  method  he  in  the  fact  that  all  the 
available  anatomical  and  pathological  relations  are  taken  into 
consideration : 

1.  The  transplanted  flap  is  attached  to  the  fornix  as  a 
natural  point. 

2.  From  this  it  follows  that  the  flap  is  capable  of  follow- 
ing all  the  changes  of  position  of  the  lid  with  respect  to  the 
eyeball. 

3.  The  transplanted  flap  is,  through  this  fixation,  better 
adapted  to  its  surroundings  and  to  its  base,  and  therefore  more 
readily  becomes  attached. 

4.  The  expansion  of  the  rectus  exercises  a  constant  traction 
on  the  new-formed  fornix  in  the  direction  of  the  depth  of 
the  orbit,  and  thus  prevents  the  shrinking  that  often  occurs 
later. 

SCLEROTOMY  AND  IRIDECTOMY  COMBINED. 

De  Wecker  (Annates  d'  Oculistique,  November,  1900) 
recommends  that  an  anterior  sclerotomy  be  performed  before 
an  iridectomy  is  done  for  the  relief  of  glaucoma.  His  rea- 
sons are: 

1.  It  removes  from  iridectomy  the  dangers  which  it  un- 
doubtedly presents  in  a  certain  number  of  cases  of  recent 
glaucoma,  as  well  as  that  in  which  the  disease  has  progressed 
greatly,  and  in  which  the  limit  of  the  field  of  vision  threatens 
the  fixation. 

2.  A  long  experience  has  proven  to  the  author  that  scle- 
rotomy executed  alone  not  only  diminishes  the  danger  of  an 
iridectomy  performed  at  a  later  date,  but  also  enlarges  the 
visual  field ;  constantly  pushing  back  its  internal  limit  from 
the  point  of  fixation. 

3.  In  all  cases  in  which  one  is  tempted  to  perform  the 
sclerotomy  alone,  the  addition  of  an  iridectomy  will  have  the 
advantage  of  giving  the  greatest  curative  action  of  operative 
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type,  and  will  prevent  the  operator  from  having  to  attribute 
to  himself  the  failure  to  obtain  from  sclerotomy  that  which 
an  iridectomy  or  a  combination  of  the  two  operations  might 
have  given  to  the  patient. 

4.  Finally,  when  by  the  combination  of  the  two  operations 
the  glaucomatous  condition  has  been  cured  or  arrested  in  its 
march,  the  surgeon  may  feel  more  tranquil  as  to  the  future  of 
his  patient,  the  operation  having  been  rigorously  performed ; 
and  further,  if,  after  a  certain  number  of  years,  the  curative 
effect  of  this  double  intervention  should  commence  to  pass 
away,  he  will  have  nothing  with  which  to  reproach  himself,  as 
he  attacks  the  field  of  previous  operative  procedure. 
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HELMHOLTZ  AND  OPHTHALMOSCOPY. 
BY  SWAN  M.  BUKNETT,  M.D.,  Ph.D., 

WASHINGTON,  D.  C. 

IT  was  to  be  expected  and  it  is  certainly  eminently  befitting 
that  in  this,  the  fiftieth  anniversary  of  the  discovery  of 
ophthalmoscopy,  much  should  be  thought  and  said  concerning 
the  ophthalmoscope,  its  application  to  practical  medicine, 
and  its  influence  on  the  development  and  progress  of  ophthal- 
mology. Of  course,  one  cannot  think  of  the  ophthalmoscope 
without  at  the  same  time  thinking  of  Helmholtz;  but,  on 
reading  some  of  the  contributions  to  the  literature  of  the 
subject,  one  is  led  to  wonder  whether  the  association  of  the 
two  is  always  based  upon  a  clear  understanding  either  of  the 
genius  of  Helmholtz  or  his  real  position  as  the  discoverer  of 
ophthalmoscopy . 

The  mentality  of  Helmholtz  was  peculiar  even  among  the 
peculiarities  of  genius,  which  perhaps  is  only  expressing  in 
another  way  the  isolated  quality  of  all  genius.  Yet  it  had  a 
rigid  law  of  its  own  to  which  it  was  immutably  subservient. 

It  was  niv  valued  privilege  in  1893,  when  Helmholtz  made 
his  only  visit  to  this  country  at  the  command  of  his  emperor, 
who  wished    to  show  to  the  World's  Congresses  at  Chicago 
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the  greatest  product  of  his  empire,  to  have  a  visit  from  this 
noble  man.  During  a  conversation,  which  finally  drifted  into 
personal  reminiscences,  his  usual  modesty  and  excessive  im- 
personality were  thrown  off  guard  by  his  interest  in  the  sub- 
jects under  discussion,  and  he  laid  bare  much  of  his  methods 
of  work  and  the  motives  that  had  impelled  him  to  investiga- 
tions in  so  many  fields  of  scientific  research.  There  was  thus 
more  fully  explained,  as  must  have  been  apparent  to  any  close 
student  of  his  life  work,  much  of  the  seemingly  unaccounta- 
ble transition  from  one  field  of  labor  to  another,  which  had 
marked  his  career  as  unique,  and  which  had  possibly  laid  him 
open  to  criticism  in  certain  quarters.  A  military  surgeon,  a 
physiologist,  a  mathematician,  and  a  physicist  in  its  broadest 
and  most  comprehensive  sense,  as  well  as  a  profound  philoso- 
pher, he  covered  a  field  broader  than  had  been  compassed  by 
any  one  that  had  preceded  him  or  is  likely  to  come  after. 

As  he  himself  explained  it,  the  development  of  his  various 
activities  seemed  as  logical  as  the  steps  he  followed  in  any  one 
of  his  single  investigations. 

The  bent  of  his  mind  was  towards  the  solving  of  problems, 
the  tracing  of  connections  between  cause  and  effect  by  the  ap- 
plication of  a  known  law,  or  the  revealing  of  a  law  which  was 
a  necessity  in  the.  general  scheme.  When  he  had  done  this, 
when  he  had  established  a  law,  or  defined  the  specific  status 
of  a  law  under  certain  fixed  conditions  to  the  satisfaction  of 
his  own  mental  conscience,  he  considered  his  task  finished, 
and  left  to  others  the  working  out  of  the  details  in  accordance 
with  the  law  thus  discovered,  as  well  as  their  applications  to 
practical  life.  He  was  the  type  of  the  scientific  seer,  a  re- 
veal er  of  principles.  All  else  he  considered  as  subsidiary  and 
accessory.  It  was  fortunate  for  the  world  that  this  was  one 
of  the  qualities  of  his  genius,  as  it  saved  him  from  frittering 
away  his  energies  on  matters  which  ordinary  minds  could 
easily  deal  with.  That  another  should  make  fame  or  fortune 
by  the  application  of  a  law  he  had  shown  the  significance  of, 
was  a  matter  of  no  consequence  to  him.  The  simple,  almost 
child-like,  indifference  to  such  things  was  one  of  the  sublimest 
traits  in  his  exalted  character.  How  easy  it  would  have  been 
for  him,  conforming  to  the  modern  commercial  spirit,  to  have 
patented  his   discovery  of   ophthalmoscopy,  for  example,  or 
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even  to  have  gone  on  and  really  made  an  ophthalmoscope  to 
be  called  by  his  name  and  written  a  practical  treatise  on  its 
use  (and  how  well  he  would  have  done  it ! ).  But  he  did  none 
of  these  things ;  it  was  not  in  accord  with  the  law  of  his  being, 
and,  fortunately,  he  left  the  principles  of  ophthalmoscopy  in 
all  its  phases  so  thoroughly  covered  that  there  was  no  chance 
for  any  one  else  to  patent  it,  showing  how  thorough  and  ex- 
haustive his  work  had  been.  He  left  his  discovery  free  to  all 
the  world,  and  thus  gave  opportunity  to  a  large  group  of  men 
to  attach  their  names,  for  whatever  of  fame  it  might  be  worth, 
to  instruments  for  numberless  modifications  (one  of  them 
only  for  a  handle)  of  the  original  rough  experimental  ap- 
paratus which  he  had  constructed  in  two  days  from  paste- 
board, cover-glasses  and  a  lens,  simply  to  verify  a  principle 
he  had  worked  out  by  a  priori  reasoning  from  the  well-known 
laws  of  optics. 

And  just  here  is  the  pith  of  the  whole  matter.  Helmholtz 
never  claimed  that  he  invented  an  ophthalmoscope.  He  did  not 
start  out  in  his  investigations  with  that  specific  end  in  view. 
What  he  did  have  as  the  objective  point  of  his  studies  and  to 
which  he  finally  attained,  was  the  discovery  of  the  principles 
of  ophthalmoscopy.  This  is  not  a  subtle,  finely  drawn  distinc- 
tion. It  is  fundamental  of  the  whole  question.  It  marks  the 
difference  between  the  mechanic  who  devises  things  and  the 
philosopher  who  discovers  principles.  Other  men  had  made 
instruments  which  might,  by  a  wide  stretch  of  definition,  be 
called  ophthalmoscopes — such  as  Cummings  andBabbage — and 
these  or  other  means  of  illuminating  the  eye  were  known  to 
Helmholtz,  as  he  tells  us.  But  were  any  of  these  apparatus, 
in  so  far  as  they  represented  a  scientific  instrument  of  pre- 
cision, anything  more  than  the  crude  material  of  which  they 
were  composed?  What  Helmholtz  was  seeking  for  was  the 
principle,  the  law  by  the  application  of  which  the  fundus  of 
an  eye  underillumination  could  be  inspected  by  another  eye. 
When  thai  was  determined  the  construction  of  the  apparatus 
to  carry  out  the  law  was  easy.  This  he  did  in  his  simple  and 
rather  bungling  way  (for  he  is  known  to  have  been  a  very 
poor  mechanician)  in  two  days,  and  the  demonstration  was  a 
triumphant  success.     An  exact  counterpart  to  this  feat  of  a 

prior!  reasoning  is  to  be  found  in  the  well-known  discovery 
of  the  planet    Neptune  by  Adams  and  Leverier. 
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It  might  occur  to  any  one  who  has  studied  the  discovery 
of  ophthalmoscopy  at  all  attentively  that  the  significance  of 
this  fact  should  not  need  to  be  insisted  upon  at  this  late  day. 
But  it  appears  from  some  recent  writing  on  the  subject  that 
we  are  not  without  that  necessity,  since  we  find  Helmholtz 
classed  and  considered  as  an  instrument  deviser  with  Babbage, 
Ruete,  Rekoss,  Jager,  Loring,  Liebreich  and  numberless  others 
whose  names  are  familiar  to  us  on  the  pages  of  the  catalogues 
of  instrument  makers.  Even  Dr.  G.  M.  Gould,  usually  so 
accurate  in  matters  of  this  kind,  fails,  in  his  article  on  the 
ophthalmoscope  in  the  second  volume  of  Norris  and  Oliver's 
System,  to  insist  on  this  essential  point  in  the  evolution  of 
ophthalmoscopy . 

It  is  much  more  apparent,  however,  in  an  interesting 
and  otherwise  well-prepared  paper,  by  Dr.  Sam'l  Theobald  of 
Baltimore,  on  "The  Evolution  of  the  Ophthalmoscope  and 
What  It  Has  Done  for  Medicine,"  published  in  the  New 
York  Medical  Journal  for  June  22,  1901.  He  says,  in  the 
second  paragraph  of  his  article : 

' '  As  has  often  happened  with  important  discoveries  and 
inventions,  Helmholtz 's  contrivance  of  an  augenspiegel  with 
which  to  inspect  the  interior  of  the  eye,  first  described  in  a 
monograph  published  in  Berlin  in  December,  1851,  seems  to 
have  been  but  the  logical  outcome  of  a  series  of  interesting 
observations  made  by  a  number  of  investigators  in  the  field 
of  physiological  optics.  But,  oddly  enough,  the  problem 
which  these  investigators,  with  the  exception  of  Citmmings, 
were  endeavoring  to  solve,  and  which  Helmholtz  himself  had 
in  mind,  was  not  the  discovery  of  a  means  by  ivhich  the 
background  of  the  eye  coidd  be  inspected  and  the  pathological 
changes  situated  there  recognized,  but  the  solution  of  the 
question,  why,  under  usual  conditions,  the  pupil  of  the  eye 
appears  black,  and  seems  to  omit  no  light,  while  under  cer- 
tain unusual  conditions  it  does  emit  light  and  assumes  a  red- 
dish appearance ."      (Italics  are  mine.) 

It  would  be  difficult  to  find  a  more  pronounced  instance  of 
complete  misconception  than  is  manifest  in  the  foregoing 
paragraph,  in  so  far  as  it  refers  to  Helmholtz.  Helmholtz 
knew  as  well  as,  or  perhaps  better,  than  any  one  who  had 
gone  before  him  that  the  illumination  of  the  pupil  was  due  to 
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the  reflection  of  light  from  the  bottom  of  the  eye.  This  was, 
however,  only  the  beginning  of  the  problem,  the  point  where 
all  the  others  had  stopped,  but  at  which  he  did  not  propose  to 
rest.  The  problem  as  it  presented  itself  to  his  mind  was  some- 
what as  follows  :  If  light  comes  from  an  illuminated  body,  why 
cannot  that  body  be  seen?  What  are  the  obstacles  in  the 
way,  and  are  they  insurmountable?  What  are  the  particular 
obstacles  in  the  case  of  the  eye?  The  eye  is  an  optical  in- 
strument with  a  refracting  power  of  its  own  and  must  exer- 
cise an  influence  upon  all  rays  passing  out  of  it  as  well  as  into 
it ;  therefore  :  "  the  observed,  eye  having  been  rendered  lumi- 
nous, there  is  only  a  second  consideration  to  be  fulfilled, 
namely,  to  make  it  possible  for  the  eye  of  the  observer  to 
accommodate  itself  to  the  focal  distance  of  the  one  ob- 
served."* This  is  the  eternal  law  of  ophthalmoscopy,  as 
succinctly  stated  as  the  law  of  gravitation  by  Newton.  And 
that  was  Helmholtz 's  immortal  discovery.  It  only  remained  to 
demonstrate  its  truth.  This  he  did  with  the  rough  appliance 
made  from  materials  at  his  hands  in  the  laboratory :  but  it 
was  sufficient  to  establish  the  existence  of  the  principle  and  to 
reveal  that  which  had  been  hidden  in  impenetrable  darkness 
during  all  the  preceding  eons  of  time — the  background  of  the 
living  human  eye. 

Nothing:  could  be  farther  from  our  thought  than  to  in- 
sinuate  that  any  of  these  writers  desires  to  detract  in  any 
degree  from  the  glory  of  Helmholtz 's  achievement.  They,  as 
well  as  all  other  men  of  science,  know  that  the  fame  of  Helm- 
holtz is  safe  for  all  time ;  and  we  are  all  glad  to  be  permitted  in 
the  mid-century  celebration  of  his  discovery  to  do  him  honor 
each  in  our  degree.  But  we  owe  it  to  ourselves  that  we  honor 
him  for  the  right  cause  and  in  a  just  and  discriminating 
spirit.  We  want  the  celebrants  of  the  hundredth  anniversary 
of  the  discovery  of  ophthalmoscopy  to  know  that  we  of  the 
same  generation  as  the  master  appreciated  his  transcendant 
genius  at  its  true  value.  The  fear  that  they  might  not  be  so  % 
ini pressed  is,  it  seems  to  me,  borne  out  by  this  additional  ex- 


*From  an  address  delivered  in  New  York  "  On  the  History -of  the  Dis- 
covery of  the  Ophthalmoscope,"  and  published  in  the  New  York  Medical 
Becord,  December  10,  1893.  This  was  probably  his  last  utterance  on  the 
subject,  as  he  died  soon  after  his  return  home. 
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trad  from  Dr.  Theobold's  paper:  "And  now,  having 
reached  its  consideration  in  chronological  order,  let  us  turn 
our  attention  to  the  ophthalmoscope  of  Helmholtz.  What 
shall  we  say  of  it?  That  it  was  the  legitimate  parent  of  all 
later  ophthalmoscopes ;  that  it  was  the  first  instrument  with 
which  the  background  of  the  living  eye  was  seen  distinctly ; 
that  Helmholtz  was  absolutely  the  first  to  suggest  the  direct 
method  of  ophthalmoscop}^ ;  and  that  it  was  he  who  directed  the 
world's  attention  to  the  subject,  are  facts  which  are  not  open 
to  dispute.  But,  having  Avillingly  accorded  him  this  large 
measure  of  credit,  I  believe  I  do  his  memory  no  injustice  in 
asserting  that  what  was  essential  in  his  ophthalmoscope  ivas 
not  wholly  original,  and  that  what  was  original  was  not  only 
not  distinctly  essential,  but  was  the  outcome  of  a  misconcep- 
tion— a  fortunate  misconception,  as  it  turned  out — on  his 
part."      (Italics  are  his.) 

As  regards  the  "misconception"  on  Helmholtz' s  part  in 
employing  a  concave  lens  behind  the  glass  plate,  we  may 
judge  of  how  far  it  is  in  keeping  with  his  induced  law,  that  it 
must  be  made  possible  "  for  the  eye  of  the  observer  to  accom- 
modate itself  to  the  focal  distance  of  the  one  to  be  observed," 
when  we  quote  the  next  sentence  of  the  paragraph  (I.e.): 
"  This  was  easily  done,  it  being  only  necessary  to  choose  a  lens 
of  proper  focal  distance."  The  word  proper  indicating  that 
for  eyes  of  different  focal  powers  different  lenses  would  be 
required,  thus  laying  the  foundation  of  ophthalmoscopic  op- 
tometry, as  Dr.  Theobold  himself  states  elsewhere. 

As  to  what  was  original  with  Helmholtz  in  the  discovery 
of  ophthalmoscopy,  we  have  endeavored  to  set  forth  with 
whatever  of  clearness  and  impartiality  we  could  command. 
But  Helmholtz  has  himself  had  something  to  say  on  the  sub- 
ject, and  it  would  be  well  that  we  listen  to  him.  In  the  same 
address  (1.  c.)  he  says: 

"  All  that  was  original  with  me  in  the  matter  was  that  I 
went  on  to  ask  how  optic  images  could  be  produced  by  the 
light  coming  back  from  the  illuminated  eye.  All  my  prede- 
cessors had  failed  to  put  that  question  to  themselves.  They 
had  stopped  in  the  middle  of  their  way  instead  of  going  on  to 
the  end.  As  soon  as  I  had  answered  that  question  I  saw  also 
how  an  ophthalmoscope  could  be  constructed,  and  it  took  me 
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only  two  days  to  do  it  and  successfully  experiment  with  the 
instrument.  I  say  this  to  impress  upon  you  how  necessary 
and  useful  it  is  to  go  on  to  the  end  when  investigating  natural 
phenomena.  You  must  not  go  half-way  and  then  stand  still 
or  go  back ;  you  must  finish  your  meditations,  go  to  the  end 
so  that  you  may  see  clearly  the  full  relation  of  the  several 
phenomena  to  one  another.  Having  followed  the  chain  up 
link  by  link  to  the  end ;  having  traced  the  rays  of  light  on 
their  course  from  the  flame  into  the  eye  of  the  observed,  and 
shown  what  becomes  of  them  when  reflected,  and  how  they 
can,  by  the  interposition  of  proper  lenses,  be  united  on  the 
retina  of  the  observer,  and  thus  give  him  a  distinct  view  of 
the  background  of  the  eye  observed ;  that  was  the  solution  of 
the  problem;  and  with  that,  gentlemen,  my  story  is  told." 
And,  we  cannot  help  adding,  with  what  sublime  simplicity! 

It  cannot  be  claimed  by  even  the  most  enthusiastic  ad- 
mirers of  the  genius  of  Helmholtz  that  all  his  work  is  of 
equal  value  or  is  impeccable.  To  argue  so  would  be  to  con- 
tend that  he  was  superhuman.  No  one  was  more  aware  of 
the  incompleteness  of  some  of  his  labors  than  he  was  himself, 
for  no  one  knew  better  the  limitations  of  our  knowledge 
which  bar  the  way  towards  ultimate  truth.  The  theory  of 
color-perception  which  he  took  over  and  modified  from 
Young,  has  not  been  found  to  stand  the  test  to  the  satisfac- 
tion of  many.  He  hirnself  admitted  to  me,  who  have  not 
been  able  to  accept  it  in  full,  that  there  were  weak  places  in 
it,  which,  however,  he  had  not  found  at  that  time  were  any 
more  clearly  met  by  other  theories.  His  theory  of  accommo- 
dation has  been  seriously  questioned  as  to  some  of  its  details 
(though  not  as  to  essential  principles)  by  Tscherning,  and  we 
hear  recently  that  his  explanation  of  tone  perception  will 
probably  have  to  be  modified  so  far  as  the  part  played  by  the 
organ  of  Corti  is  concerned.  But  all  this  is  beside  the  mat- 
ter. The  full  measure  of  his  greatness  is  not  to  be  judged 
by  this  or  that  particular  achievement.  It  rests  upon  his 
high  personal  character,  his  outlook  on  scientific  questions 
and  the  methods  he  employed  in  their  solution.  The  value 
of  his  life  to  succeeding  generations,  like  that  of  all  inspired 
men  of  the  type  of  Bacon,  Darwin,  Spencer  and  Kelvin,  is  to  be 
c-iimated  by  the  informing  spirit  and  the  impulse  that  urged 
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them  onward  in  whatever  work  their  hands  found  waiting  to 
be  done.  That  lesson  of  their  living  was  never  more  needed 
than  it  is  to-day.  Helmholtz  has  aptly  expressed  it  by  "  not- 
stopping  half  way."  Alas!  so  many  of  us  loiter  in  that 
"  selva  oscura,  nel  mezzo  del  camming  not  daring  or  car- 
ing to  push  onward,  at  any  cost,  to  the  light,  only  to  be 
found  at  the  other  end. 


LACEYMAL  OBSTRUCTION  AND  ITS  TREATMENT.* 

BY  DR.  JOHN  J.  KYLE, 

INDIANAPOLIS,  IND. 

ON  account  of  the  advanced  ideas  of  the  therapy  of  this 
condition  and  contending  opinions  regarding  the  early 
recovery  of  these  cases,  this  subject  becomes  of  more  than 
passing  interest  to  the  ophthalmologist  and  likewise  the  gen- 
eral surgeon. 

It  is  our  intent  to  dwell  upon  those  cases  amenable  to 
therapy  and  lesser  surgical  measures.  As  all  know,  certain 
cases,  in  spite  of  our  efforts,  persist  in  opposing  every  form 
of  treatment  other  than  the  complete  extirpation  of  the 
lacrymal  sac  and  gland.  The  contribution  of  Dr.  Holmes  on 
this  subject  is  probably  the  best  at  our  disposal  and  needs  no 
addition. 

The  embryonic  formation  of  the  lacrymal  canaliculi  be- 
gins about  the  sixth  week.  It  is  not  always  complete.  In 
consequence  we  may  find  the  groove  partially  united,  many 
times,  two  or  more  openings  presenting.  These  anomalous 
conditions  are  very  rare  and  of  no  consequence. 

The  lining  of  the  canaliculi  is  a  continuation  of  that  from 
the  nose  and  conjunctiva,  and  is  of  a  vascular  nature.  In 
consequence  very  susceptible  to  chemic  and  thermic  changes. 
The  mucous  membrane  is  seen  in  folds  and  acts  in  conjunc- 
tion with  the  little  valve  at  the  nasal  opening  as  adjunct  valves 
to  prevent  the  regurgitation  of  tears,  and  the  expulsion  of  air 
in  blowing  the  nose — a  disagreeable  sensation  often  com- 
plained of  in  patency  of  the  duct.  It  is  to  be  noted  that  there 
is  a  constant  suction  downward  in  the  duct,  due  to  the  pecu- 

*Read  at  the  meeting  of  the  Western  Ophthalmologic  and  Oto-Laryn- 
gologic  Association,  held  in  Cincinnati,  Ohio,  April  11-12,  1901. 
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liar  anatomical  construction  and  nasal  breathing.  This  is 
demonstrated  by  the  complete  drainage  that  is  often  seen  in 
malformation  of  the  puncta  and  want  of  perfect  opposition  of 
the  lids  to  the  eye-ball,  and  furthermore  by  the  presence  of 
foreign  bodies  in  the  puncta,  such  as  cilia  especially. 

The  function  of  the  duct  is  to  carry  into  the  nose  the  se- 
cretions from  the  lacrymal  gland,  conjunctiva  and  other 
glands,  so  beautifully  described  by  Dr.  Alt  in  his  original  con- 
tribution on  "  Glandular  Structures  of  the  Eye  and  Its  Ap- 
pendages," thereby  freeing  the  cornea  and  conjunctiva  from 
extraneous  matter. 

By  extraneous  matter  we  refer  to  dust,  infectious  mate- 
rial constantly  floating  in  the  air,  and  micro-organisms  which 
may  accumulate  and  are  washed  into  the  sac,  thence  into  the 
nose.  Many  of  the  latter  are  of  no  consequence,  while  others, 
such  as  the  staphylococcus  pyogenes  albus  and  aureus,  and 
staphylococcus  epidermis  albus  of  Welsh,  are  frequently  found ; 
and  if  any  slight  obstruction  of  the  ducts  allow  them  to  accu- 
mulate in  the  sac,  if  not  the  cause  of  active  inflammation  they 
may  at  least  keep  up  an  irritation. 

When  the  drainage  is  normal  the  inhibition  of  germ  life  in 
the  sac  and  conjunctiva  is  presumed  to  be  complete.  Where 
the  natural  function  of  the  duct  is  interfered  with  patients 
may  have  simple  epiphora,  dacryocystitis,  lacrymal  abscess, 
or  necrosis  of  the  bones  forming  the  canal.  Many  cases  of 
acute  and  chronic  inflammatory  conditions  of  the  lids  and 
cornea  may,  if  not  directly  caused  by  the  stenosis  of  the  duct, 
be  so  retarded  in  process  of  recovery  that  direct  attention  is 
demanded  before  relief  of  the  primary  symptoms  is  secured. 
The  operation  of  opening  the  canaliculi  of  the  duct  in  no  wise 
interferes  with  the  function  of  the  duct,  so  we  should  make 
free  to  open  when  indicated.  Epiphora,  being  a  symptom, 
should  not  be  confounded  with  obstruction  of  the  duct. 
When  this  symptom  presents  itself  its  cause  should  be  care- 
fully investigated.  Epiphora  following  closure  of  the  duct 
should  be  differentiated  from  that  accompanying  coryza,  hys- 
teria, preceding  tabes  dorsalis,  hyperesthesia  of  the  retina. 
anomalies  of  refraction,  thermic  and  chemic  change. 

Cause, — The  cause  of  the  alteration  in  the  natural  lumen 
of  the  duct  or  inflammatory  changes,  other  than  those  men- 
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tioned,  are  many :  during  the  passage  of  the  child  through 
the  vagina  or  in  manipulation,  or  fall  in  infancy,  pressure  is  so 
made  as  to  affect  the  canal.  Haab  speaks  of  hereditary  pre- 
disposition as  a  cause.  Then  we  have  the  classical  extension 
of  an  inflammatory  condition  from  the  conjunctiva  or  Schnei- 
derian  membrane,  the  vascular  supply  being  so  great  about  the 
little  nasal  valve  that  the  latter  is  more  often  a  cause  than  any 
other.  Especially  is  this  the  case  in  children  poorly  nour- 
ished or  of  a  strumous  diathesis. 

It  is  very  easy,  for  exfoliation  of  cells  within  the  duct  and 
mineral  deposits  from  the  tears,  to  become  enveloped  in  the 
little  folds  of  the  mucous  membrane,  and  eventually  lead  to 
stricture  and  narrowing  of  the  duct. 

Diphtheria  by  extension  through  the  tear  duct,  and  ex- 
antheinatous  diseases  which  especially  involve  the  mucous 
membrane  of  the  eye  and  nose,  fracture  of  the  lacrymal  bone, 
and  deflection  of  the  septum,  may  also  lead  to  obstruction. 

In  those  subjected  to  the  dust  of  cities,  and  in  travel,  the 
irritating  effect  of  gases,  especially  natural  gas,  or  any  irrita- 
tion that  may  cause  a  prolonged  hyperemia  of  the  conjunc- 
tiva, are  more  susceptible  to  disease  of  the  duct. 

The  alteration  in  the  peculiar  anatomical  position  of  the 
puncta,  especially  seen  in  the  old,  due  to  old  catarrhal  trouble 
and  natural  loss  of  elasticity,  may  be  classed  advisedly  as  a 
cause.  Under  such  conditions  the  puncta  takes  on  a  variety 
of  forms,  standing  in  cone  shape,  turning  in  or  out,  and  may 
be  widely  expanded  with  partial  prolapse,  as  it  were,  of  the 
immediate  canal,  or  so  contracted  and  obscure  that  only  an 
intimate  knowledge  of  anatomy  of  the  lids  will  enable  us  to 
find  the  natural  opening. 

Symptom. — In  many  cases  the  only  symptom  complained 
of  for  years  will  be  the  epiphora  constant  or  upon  exposure 
to  cold  winds,  in  others  purulent  inflammation  with  abscess 
will  soon  follow;  again  only  a  mucocele,  emptied  at  will  of  the 
patient  by  simple  pressure.  These  conditions  continue  with 
more  or  less  severity  and  variation  until  patient  is  compelled 
to  consult  an  oculist  for  relief. 

Treatment. — In  the  infant  and  new  born,  treatment  prom- 
ises a  more  speedy  relief  than  in  the  old.  The  sooner  we  re- 
sort to  operative  measures  in  the  young,  as  well  as  the  old, 
the  better  for  the  patient. 
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The  present  article  deals  especially  with  sub-acute  and 
chronic  cases  in  which  we  are  able  to  pass  a  probe  through  the 
duct. 

The  following  illustrate  the  character  of  the  cases  usually 
seen  in  the  infant : 

Case  I. — Babe,  five  days  old,  distinct  mucocele  of  the  left 
lacrymal  sac;  upon  pressure  contents  of  tumor  readily  ex- 
pelled. The  infant  was,  on  the  seventh  day,  anaesthetized, 
duct  opened,  and  No.  5  probe  passed.  On  the  following  day 
No.  2  probe  passed  and  duct  irrigated.  The  irrigation  was 
continued  for  a  few  weeks,  when  complete  recovery  resulted. 
What  was  the  probable  cause  in  one  so  young?  Evidently  a 
congenital  closure  of  the  lower  end  of  the  duct. 

Gunn  {Ophthalmic  Review,  Feb.,  1900)  remarks  that 
"  the  secretion,  if  it  exists  in  fetal  life,  is  very  slight."  In 
addition,  I  might  add  that  as  soon  as  the  child  makes  its  exit 
into  the  world  the  function  of  the  glands  of  the  eye,  like  those 
of  the  entire  body,  are  stimulated  into  action,  and  that  of  the 
conjunctiva  is  usually  a  vigorous  one.  In  a  few  days  the  sac 
and  duct  is  filled  to  overflowing,  if  there  is  any  nasal  obstruc- 
tion, and  with  the  enforced  distention  the  mucocele  readily 
develops. 

Case  II. — Child,  four  years  of  age,  of  a  strumous  diathe- 
sis, an  offensive  catarrhal  condition  of  the  nose,  with  an  ecze- 
matous  condition  about  the  meatus  of  the  nose  so  conspicuous 
at  times  in  these  cases.  There  had  occurred,  some  time  be- 
fore consulting  me,  an  abscess  of  the  duct  and  rupture,  with 
the  formation  of  a  fistula.  Fluids  injected  into  the  duct 
would  pass  through  this  opening.  Under  an  anaesthetic  the 
duct  was  opened  and  No.  5  divided  probe  passed  and  left  in 
position  for  two  days,  with  cold  applications  and  tandages  to 
prevent  injury.  After  this  the  duct  was  irrigated  daily,  care 
being  taken  to  see  that  the  fluid,  protargol,  5  per  cent,  solu- 
tion, passed  into  the  bony  channel.  A  small  No.  2  probe  was 
occasionally  passed.  After  three  months  child  made  a  perfect 
recovery. 

Case  III. — Woman,  aged  thirty,  complained  of  simple 
epiphora,  prolific  at  times,  for  years.  The  duct  was  slit  and 
a  No.  4  divided  probe  passed  w  it li  great  difficulty  and  consid- 
erable force.  The  entire  duct  was  occluded.  The  probe  fit 
as  solidly  into  the  duet  as  a   nail  in   a  board.      Cold  applica- 
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tions  were  recommended  and  probe  allowed  to  remain  in  posi- 
tion for  four  days.  It  soon  began  to  loosen,  absorption  being 
stimulated  about  the  probe,  and  on  the  fourth  day  the  probe 
was  readily  reinserted  after  irrigation.  This  was  removed 
every  other  day  for  a  week  following,  when  it  was  removed 
permanently.  The  irrigation  was  continued  with  collyrium 
of  the  protargol.  In  that  case  there  had  been  a  gradual 
erosion  of  the  mucous  membrane  from  fungi  in  the  duct  or 
extension  of  the  disease,  causing  stricture  and  ultimate  oblit- 
eration of  the  canal. 

I  am  sure  that  in  the  treatment  of  such  cases  as  the  above 
the  radical  good  resulted  from  the  continued  distention  of  the 
canal,  by  allowing  the  probe  to  remain  in  position,  and  subse- 
quent irrigation  with  the  protargol. 

Case  IV. — Mrs.  S.,  aged  thirty-five,  strong  and  well  nour- 
ished; diagnosis  chronic  dacryocystitis;  duct  opened  and  No. 
6  probe  passed  and  allowed  to  remain  in  position  for  three 
days.  Removed  probe,  irrigated  with  protargol,  and  probe 
reinserted ;  on  second  day  following  probe  removed  and  small 
lead  style  inserted.  The  style  was  worn  for  two  weeks ;  canal 
irrigated  daily  with  protargol.  Patient  then  returned  to  the 
northern  part  of  the  State,  free  from  further  trouble. 

These  cases  enumerated  I  think  typical  of  those  that  pre- 
sent themselves  amenable  to  simple  treatment.  It  is  very 
important  for  us  to  remember  that  the  narrowest  part  of  the 
canal  is  at  the  emptying  of  the  sac  into  the  duct,  and  that  the 
knife  must  pass  into  the  duct,  completely  dividing  the  strict- 
ure and  even  normal  fibrous  bands. 

In  the  recital  of  the  above  cases  I  have  dwelt  on  the  use 
of  the  divided  probe,  which,  as  you  see,  when  passed  into 
the  duct  the  protruding  portion  is  readily  detached.  It  is 
better,  I  believe,  to  leave  the  original  probe  in  position  than 
to  remove  it  at  once  and  try  to  insert  styles,  etc.,  subjecting 
the  patient  to  additional  torture.  By  leaving  the  probe  in 
position  for  a  few  days  disintegration  of  the  bands  of  con- 
nective tissue  and  deposits  are  stimulated,  and  a  permanent 
patency  of  the  duct  is  more  easily  established. 

The  size  of  probes  indicated  in  the  treatment  of  these 
cases  is  still  a  debatable  question,  there  being  no  positive 
rule  in  regard  to  size.  It  has  been  my  observation  that  we 
should  begin  with  the  large  probe  in   old  cases — No.   (>,  if 
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possible — allowing  it  to  remain  in  position  as  indicated  above, 
freeing  the  duct  afterwards  with  small  probes,  that  is,  those 
which  pass  with  ease  into  the  duct  to  restore  the  normal  cal- 
iber in  the  duct. 

The  condition  of  the  nose  in  all  these  cases  must  have  our 
very  careful  consideration.  Often  surgical  attention  of  the 
lower  turbinate  or  septum  is  indicated. 

My  observation  is  that  the  careful  attention  to  the  therapy 
of  the  nose  does  not  play  the  important  part  in  the  cure  of 
stenosis  of  the  duct  that  is  claimed  by  some  writers. 

Where  there  is  patency  of  the  duct  in  acute  cases  great 
care  should  be  taken  in  the  passage  of  sounds  for  fear  of  un- 
duly wounding  the  mucous  membrane,  relying  more  especially 
upon  the  irrigation  to  restore  the  normal  calibre  of  the  duct. 

The  attention  of  the  profession  in  this  country  was  in 
1898  first  called  to  the  silver  salt,  protargol,  introduced  by 
Neisser.  Since  that  time  I  have  used  this  drug  in  varied  so- 
lution as  irrigation  and  collyrium,  with  uniform  good  results 
in  treatment  of  cases  of  this  character. 

One  word  further  relative  to  the  efficiency  of  protargol. 

Some  eight  months  ago  a  patient  with  senile  cataract  and 
chronic  dacryocystitis  of  left  eye  (the  right  having  been  pre- 
viously operated  on)  consulted  me.  On  pressure  a  great 
amount  of  yellow  fluid  was  exuded  from  the  puncta,  at  times 
glueing  the  lids  together  at  night.  The  duct  was  opened  and 
small  probe  passed.  The  following  day  I  left  the  city  and 
instructed  the  passage  of  probe  and  irrigation  to  assistant. 
In  a  week  I  returned  and  found  the  duct  totally  occluded,  nor 
could  I  pass  the  sound,  the  assistant  having  failed  the  second 
day.  The  sac  could  be  easily  irrigated.  The  patient  in- 
formed me  that  he  could  not  remain  longer  in  the  city  and 
demanded  that  I  operate  at  once.  I  explained  the  danger  of 
infection,  but  he  promised  to  take  the  chance.  The  sac  was 
irrigated  with  10  per  cent,  protargol  and  the  eye  flushed  with 
hot  5  per  cent,  protargol  and  lens  removed.  There  followed 
no  subsequent  inflammation,  and  patient  made  a  perfect  re- 
covery. The  cystitis  continued  to  trouble  the  old  gentleman 
until  his  dentil,  a  few  weeks  ago. 

( Mhers  have  previously  indicated  the  value  of  solution  of 
protargol  preliminary  to  cataract  extraction. 
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DISCUSSIOX. 

Dr.  A.  Alt,  St.  Louis. — There  are  a  few  points  in  which 
I  cannot  agree  with  the  essayist.  First  to  the  main  point. 
Dr.  Kyle  says  that  slitting  the  canaliculus  does  little  or  not 
interfere  with  drainage.  My  experience  is  to  the  contrary, 
and  although  I  never  in  former  years  slit  the  lower  canalic- 
ulus, but  always  the  upper  one  (whenever  this  was  j 
ble),  I  have  seen  cases  again  and  again  in  which  no  suck- 
ing up  of  the  tears  took  place,  although  I  could  easily  pass 
a  large  Bowman  probe.  From  these  considerations  I  have 
for  about  10  years  returned  to  the  method  inaugurated  by 
Otto  Becker,  while  I  was  a  student  at  Heidelberg,  namely, 
that  of  dilating  the  punctum  with  a  conical  dilator  and  then 
introducing  a  probe.  I  find  that  such  a  non-forcible  dilata- 
tion of  the  punctum  will  admit  a  No.  ">  and  sometimes  a  No.  «> 
Bowman.  As  far  as  we  can  expect  good  results  from  this 
treatment  alone,  I  am  surely  much  more  pleased  than  I  was 
formerly  when  slitting  the  canaliculus.  Of  course  in  all  of 
these  cases  the  conditions  of  the  nose  should  be  carefully  ex- 
amined into,  and  any  abnormalities  be  treated.  As  regards 
the  injection  of  fluids  into  the  tear  sac,  1  also  wish  to  take  a 
different  stand  from  the  essayist.  At  least  I  would  advise 
great  caution  in  this  direction.  It  certainly  has  occurred  t<> 
others,  and  a  number  of  times  it  has  occurred  to  me,  that  the 
Avail  of  the  tear  sac  gave  way  under  even  a  slight  pressure, 
and  the  fluid  was  forced  into  the  surrounding  tissues,  causing 
severe  reaction  and  even  abscess  formation.  I  have  in  con- 
sequence given  up  routine  syringing  and  apply  this  treatment 
with  hesitancy  only.  The  Theobald  probes  I  have  seen  used, 
but  never  used  them  myself.  With  regard  to  the  removal  of 
the  lacrymal  sac  and  gland,  I  would  prefer  to  be  conserva- 
tive. Patient,  though  long  continued,  treatment  will  often 
lead  to  a  cure  and  to  proper  function,  without  having  recourse 
to  such  a  heroic  measure.  The  cases  in  which  the  latter  is 
absolutely  necessary  are,  in  comparison,  but  few. 

Dr.  Derrick  T.  Vail,  Cincinnati. — There  are  one  or  two 
points  which  I  would  like  to  mention  in  connection  with  this 
very  live  and  interesting  subject.  One  of  these  is  in  refer- 
ence to  a  certain  quiet  form  of  dacryocystitis  which  Ave  do 
not  recognize  or   do   not  even  suspect  until  it  is  too  late.      I 
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refer  to  the  caseous  deposit  of  decayed  septic  matter  which 
sometimes  exists  in  the  lacrymal  sac  in  certain  aged  people 
who  are  about  to  be  submitted  to  an  operation  for  cataract  or 
iridectomy.  There  are  no  symptoms  of  dacryocystitis  what- 
ever. If  you  press  on  the  sac  the  result  will  be  negative. 
Should  you  ask  them  if  their  eyes  water  or  if  they  ever  had 
any  tear-duct  trouble  of  any  kind,  you  will  usually  get  a  neg- 
ative or  unsatisfactory  answer.  The  chronic  conjunctivitis 
always  present  in  these  cases  may  entirely  escape  your  notice, 
for  so  many  aged  people  have  those  thickenings  and  calca- 
reous deposits  in  the  conjunctiva  that  it  is  easily  overlooked. 
The  only  way  in  which  caseous  dacryocystitis  is  to  be  rec- 
ognized is  by  dilating  the  lower  canaliculus  with  a  Galezowsky 
dilator  and  using  Anel's  syringe  with  warm  salt  solution, 
driving  the  piston  down  gently  and  thus  allowing  the  solution 
to  wash  out  the  sac.  If  necrosed  tissue  and  old  spores  are 
present  in  the  sac,  masses  will  be  regurgitated  into  the  con- 
junctival sac  through  the  upper  canaliculus. 

Less  than  a  year  ago  an  aged  lady  came  into  my  office  to 
consult  me  about  her  left  eye.  She  had  a  simple  senile  ripe 
cataract.  She  had  had  her  right  eye  operated  upon  for  cat- 
aract three  years  previously  by  a  very  able  oculist  of  this  city, 
but  the  eye  was  lost  through  panophthalmitis,  and  she  was 
very  loth  to  have  her  left  eye  operated  upon,  as  she  feared 
the  same  disaster  might  result.  She  presented  neither  the 
history  nor  the  symptoms  of  dacryocystitis,  but  I  used  the 
Anel  syringe  in  the  manner  described  and  found  quite  a 
quantity  of  thick  cheesy  substance  in  the  sac.  Had  this 
condition  been  unrecognized  and  an  extraction  performed,  the 
result  would  surely  have  been  fatal  to  this  her  only  remaining 
eye.  Being  unwilling  to  pass  through  the  radical  operation  of 
extirpation  of  the  lacrymal  drainage  apparatus,  I  "simply  sealed 
the  puncta  with  the  galyano-cautery.  A  short  time  afterward 
I  extracted  the  cataract  and  had  an  ideal  result.  She  has  her 
sight  to-day. 

Another  point  which  I  would  like  to  mention  is  in  regard 
to  the  differential  diagnosis  between  real  purulent  dacryocys- 
titis and  those  circumscribed  inflammations  simulating  it. 
I  have  seen  two  cases  during  the  last  year  which  looked  ex- 
actly like  acute  purulent  dacryocystitis,  but    were  in  reality 
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pseudo-dacryocystitis.  The  symptoms  all  seemed  to  be  those 
of  genuine  abscess  of  the  tear  sac — the  swelling,  throbbing 
pain,  fluctuating  tumor  and  epiphora  were  all  present,  and  yet 
in  neither  of  these  cases  was  there  the  slightest  affection  of 
the  tear-sac  proper.  The  trouble  arose  from  the  nose.  Both 
of  these  patients  had  necrosing  ethmoiditis,  and  some  of  the 
infectious  material  from  the  anterior  ethmoidal  cells  had  dis- 
sected outwards  under  the  periosteum  of  the  lacrymal  bone, 
stripped  up  the  membrane  and  formed  a  sub-saccular  abscess. 
If  this  has  occurred  twice  in  my  experience  in  a  year's  time 
it  certainly  is  more  common  than  one  would  think,  and  it  be- 
hooves us  to  be  on  the  lookout  for  these  cases.  In  both  of 
these  I  syringed  the  tear-sac  through  the  canaliculus  and  the 
water  passed  down  through  the  nose  and  came  out  perfectly 
clear.  If  there  had  been  an  abscess  in  the  tear-sac  it  is  evident 
that  the  water  would  either  not  have  passed  through  at  all,  or, 
if  so,  would  carry  along  with  it  the  contents  of  the  inflamed 
sac.  In  one  case  I  curetted  the  ethmoid  cells  through  the 
nose,  and  it  was  found  that  the  inflammatory  process  there 
was  gummatous  in  character.  In  the  other  case  I  made  an 
outward  incision,  being  very  careful  not  to  wound  the  tear- 
sac.     Both  the  cases  went  on  to  perfect  recovery. 

Dr.  J.  O.  Stillson,  Indianapolis. — I  think  that  there  is 
one  point  on  which  we  all  will  agree,  and  that  is  that  these 
cases  are  the  betes  noires  of  the  ophthalmologist.  If  there  is 
anything  that  does  try  the  patience  of  Job  it  certainly  is  a 
case  of  dacryocystitis  which  has  run  on  until  there  is  a  steno- 
sis of  the  duct.  The  continuing  of  these  cases  in  our  practice 
for  years  sometimes  is  enough  to  worry  the  life  out  of  a  man. 
The  size  of  the  probe  I  do  not  think  cuts  so  much  figure  in 
curing  the  disease  as  the  manner  in  which  it  is  inserted.  In 
regard  to  the  slitting  up  of  the  lacrymal  duct,  it  seems  to  me 
that  common  sense  (with  all  due  respect  to  Dr.  Kyle  and  the 
gentlemen  who  agree  Avith  him)  would  suggest  the  unreasona- 
bleness of  this  procedure.  The  proposal  to  slit  up  a  tube  and 
then  expect  it  to  retain  its  suction  power  seems  to  me  hardly 
tenable.  I  think  if  we  will  remember  one  little  thing  about 
these  cancliculi  it  will  enable  us  to  grasp  the  idea  with  a  little 
more  reason  and  common  sense.  We  all  know  a  syphon  will 
suck  uphill  and  then  downhill.     We  know  the  canaliculi  are 
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like  syphons,  especially  the  upper,  the  lower  one  being  more 
of  a  drainage  tube  pure  and  simple.  Some  years  ago  I  aban- 
doned slitting  the  lower  canaliculis  because  I  found  when  I 
did  it  the  eye  would  weep  in  spite  of  everything.  I  found  in 
the  cases  where  I  did  succeed  in  slitting  the  upper  canaliculus 
I  would  get  drainage  and  not  deprive  it  of  its  power  of  draw- 
ing tears  out  into  the  sac.  If  you  use  the  upper  you  will  get 
a  better  result  than  if  you  use  the  lower  canaliculus.  Like 
Dr.  Alt,  I  have  found  by  dilatation  I  could  get  in  a  probe 
pretty  well  where  I  was  in  the  habit  of  slitting.  I  have  also 
found  in  cases  where  ladies  especially  would  not  submit  to  the 
knife,  I  have  been  able  to  pass  a  filiform  bougie  (and  passed 
it  readily),  and  thus  would  get  the  canal  open.  In  pass- 
ing the  probe  through  the  upper  canaliculus,  having  first  em- 
ployed dilatation  by  gradually  increasing  the  size  of  the  probe, 
you  can  accomplish  everything  that  can  be  obtained  by  the 
slitting  up  of  the  lower  canaliculus.  The  chief  trouble  in 
slitting  the  canaliculi  is  to  get  them  to  remain  open.  I  have 
had  a  number  of  these  cases  where  the  opening  would  get 
smaller  and  smaller  until  I  would  have  to  insert  a  filiform 
bougie.  Unfortunately  my  operations  for  the  total  extirpa- 
tion of  the  sac  have  not  been  followed  by  the  results  recorded 
by  the  essayist.  Where  I  have  taken  out  the  sac  I  have  had 
to  take  out  the  gland  also.  I  think  the  operation  recom- 
mended by  Dr.  Holmes  a  good  one,  but  I  would  not  recom- 
mend it  in  all  cases.  I  would  employ  it  where  there  was  a 
complete  stenosis  and  the  tears  forming  continuously. 

Dr.  Christian  R.  Holmes,  Cincinnati. — I  have  never  been 
wedded  to  the  use  of  very  large  probes.  One  reason  is  that 
the  lacrymal  canal  is  lined  with  erectile  tissue  of  the  same  type 
as  we  find  upon  the  inferior  turbinated  bodies.  Years  ago  it 
was  a  common  thing  to  see  patients  sitting  in  the  office  of  spe- 
cialists with  large  rubber  bougies  in  their  nares.  The  idea 
was  that  the  pressure  on  the  inflamed  erectile  tissue  would 
cause  restoration  to  its  normal  condition.  We  know  now  that 
this  is  not  practical.  And  as  virtually  the  same  structure  is 
present  in  the  tear  ducts  as  in  the  nasal  canal,  I  have  never 
adopted  the  forcible  distension  or  laceration  of  these  parts. 
We  know  thai  if  we  lacerate  the  parts  in  any  way  we  have 
sooner    or    later   cicatricial    contractions   following  this   pro- 
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cedure.  I  am  content  nowadays  to  use  a  moderate  sized 
probe,  and  I  do  not  slit  the  canal  as  often  as  formerly. 
There  is  one  thing  we  must  not  forget,  and  that  is  not  to  com- 
mence to  treat  the  tear  duct  from  the  wrong  end.  The  eye 
is  not  the  seat  of  infection  except  in  a  very  small  percentage 
of  cases;  the  infection  comes  from  the  nose.  This  has  been 
demonstrated  beyond  a  doubt,  and  we  must  therefore  not 
forget  that  the  nasal  end  must  be  attended  to  first.  A  great 
many  cases  of  eye  trouble  have  been  relieved  by  removal  of 
hypertrophied  tissue  from  the  turbinated  bodies,  of  polypi, 
opening  of  accessory  cavities  or  reduction  of  localized  inflam- 
mation. When  I  speak  of  removal  of  hypertrophies  from  the 
turbinated  bodies  I  mean  only  to  restore  them  as  nearly  u 
possible  to  the  normal  condition,  only  to  remove  the  diseased 
tissue  to  permit  free  ventilation  of  the  nares  and  reduce  in- 
flammation, which  so  often  involves  the  outlet  of  the  tear 
duct.  The  opening  of  this  canal  is  so  small  that  at  times  you 
can  scarcely  find  it.  In  some  cases  it  opens  high  up  under 
the  inferior  turbinated,  while  in  others  the  duct  passes 
obliquely  through  the  mucous  membrane,  emerging  as  much 
as  10  mm.  farther  down.  It  is  through  this  end  of  the  tube 
that  the  trouble  begins  in  90  per  cent,  of  our  cases. 

We  knowthat  cataract  cases  have  been  lost  again  and  again 
by  the  lack  of  attention  to  the  tear  sac.  I  will  cite  ;i  case 
which  illustrates  this  point  in  a  forcible  manner.  One  of  our 
most  able  men  in  the  West  removed  a  cataract  from  the  eve 
of  a  woman  eighty  years  old.  Panophthalmitis  and  enuclea- 
tion followed.  The  cause  of  this  trouble  was  failure  to  recog- 
nize an  old  latent  affection  of  the  tear  sac.  She  came  to  me 
four  years  afterwards  and  desired  an  operation  for  cataract 
upon  the  other  eye.  By  pressure  there  was  no  evidence  of 
any  trouble  in  the  tear  sac,  but  careful  syringing  brought 
away  a  small  amount  of  cheesy  material  composed  largely  of 
pus-forming  bacteria,  a  condition  in  which  slitting,  probing 
and  washing  could  not  absolutely  guarantee  against  infection 
of  the  corneal  wound,  even  if  she  had  been  willing  or  able  to 
undergo  the  sufferings  attendant  upon  such  proceedings, 
which  she  was  not.  I  therefore  removed  the  tear-sac  and 
seven  weeks  after  extracted  the  cataract  with  perfect  result. 
Therefore  in  all  our  cataract   cases  wTe  should  examine  the 
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tear-sac  to  ascertain  if  there  be  any  infection.  I  practice 
the  radical  operation,  i.  e.,  complete  extirpation  of  the  lacry- 
mal sac  and  glands,  and  have  written  something  on  this  sub- 
ject, reporting  seventen  cases  up  to  March,  1898 ;  the  result 
was  perfect  in  all  of  them,  and  I  have  had  a  number  of  cases 
since  then  which  I  have  not  reported,  but  which  have  had 
equally  good  results.  The  cases  reported  were  operated  upon 
at  various  times  during  the  ten  years  preceding  the  re-exam- 
ination in  1898.  Some  of  them  had  a  single  and  some  a 
double  operation,  and  every  one  of  them  was  in  perfect  con- 
dition. To  obtain  such  results  we  must  remove  every  por- 
tion of  the  lacrymal  glands.  It  is  difficult  to  secure  all  of 
the  scattered  accessory  glands,  but  unless  you  do  you  will  be 
surprised  to  see  what  an  activity  the  remaining  gland  tissue 
will  take  on  afterwards,  and  more  or  less  epiphora  will  con- 
tinue. You  need  not  be  afraid  to  extirpate  every  vestige  of 
both  the  large  and  small  glands  for  fear  that  the  eye  will  not 
be  properly  lubricated.  The  minute  glands  of  Krause,  which, 
to  the  number  of  thirty  or  forty,  are  located  in  the  upper  lid, 
and  a  few  in  the  lower,  aid  largely  in  supplying  all  the  neces- 
sary secretion.  Should  any  one  of  you  desire  detailed  in- 
formation on  this  subject,  I  beg  to  refer  you  to  my  article  in 
the  Archives  of  Opthalmology ,  Vol.  XXVIII.,  No.  1,  1899. 

Dr.  Vail  spoke  of  peri-saccular  abscess.  I  have  a  case 
which  I  hope  to  show  before  the  other  section  to-morrow. 
He  came  during  my  absence,  suffering  from  dacryocystitis, 
the  phlegmonous  swelling  over  the  seat  of  the  sac  rupturing  a 
few  hours  after  his  admission  to  the  hospital.  The  nares  on 
the  same  side  were  inflamed,  discharging  muco-pus,  and  con- 
taining a  number  of  polypi  and  hypertrophied  tissue  on  the 
turbinated  bodies. 

My  first  assistant,  Dr.  Chas.  H.  Castle,  removed  the 
polypi  and  hypertrophies,  and  opened  the  anterior  ethmoidal 
cells.  Syringing  and  treatment  of  the  sac  failed  to  stop  the 
discharge,  and  he  then  extirpated  the  sac  and  gland.  The 
wound  over  the  scat  of  the  sac  healed  promptly,  but  after 
several  weeks  inflammation  appeared  again  where  the  sac  had 
been.  I  found  the  patient  in  this  condition  upon  my  return 
to  the  city.  The  inflammation  involved  all  the  accessory  cav- 
ities on  the  righl  side  of  the  head.      I  opened  the  right  frontal 


212  John  J.  Kyle. 

sinus  through  a  free  external  opening,  and  found  the  cavity 
very  large  and  filled  with  pus  and  polypoid  tissue.  I  also 
found  the  ethmoidal  cells  diseased,  and  removed  their  walls. 
On  account  of  the  duration  of  the  operation  and  profuse 
bleeding,  I  determined  to  finish  the  operation  at  another 
time.  Accordingly  after  two  weeks  I  opened  the  antrum 
through  the  canine  fossa,  and  found  it  filled  with  polypi  and 
pus,  with  necrosis  of  the  bone  in  the  region  of  the  tear-sac 
I  removed  all  diseased  parts,  including  a  part  of  the  nasal 
wall,  to  give  permanent  ventilation  and  drainage  to  the  cavity 
when  the  opening  in  the  canine  fossa  should  be  permitted  to 
close.  The  sphenoid  cavity  was  also  opened  and  contained 
pus,  but  not  any  polypoid  tissue. 

The  point  I  desire  to  make  is  that  the  first  symptoms  t<> 
which  this  patient  paid  any  attention  were  those  of  dacryo- 
cystitis and  its  complications,  which  after  all  were  only  sec- 
ondary, and  due  to  extension  from  the  accessory  cavities. 
All  secretion  has  ceased  month-  ago.  It  only  remains  to 
close  what  is  now  a  small  opening  over  the  frontal  sinus. 
This  case  certainly  demonstrates  that  there  are  cases  of 
dacryocystitis  whose  origin  of  infection  is  from  the  accessory 
cavities.  Strange  to  relate,  the  patient  before  mentioned  had 
never  suffered  from  headaches  or  any  pain  or  inconvenience, 
excepting  from  free  discharge  from  that  side  of  hi>  nose, 
until  the  tear-sac  became  involved,  fifteen  year-  ago.  which, 
however,  had  never  given  him  enough  concern  to  cause  him  to 
seek  relief.  All  of  the  cavities  have  healed.  I  should  not 
feel  safe  in  relying  upon  sealing  of  the  tear-duct  if  the  sac 
was  infected,  because  of  its  liability  to  become  unsealed  at 
anytime,  and  if  the  sac  is  not  infected  there  can  be  no  reason 
for  the  operation. 

Dr.  W.  L.  Dayton,  Lincoln,  Neb. — I  feel  a  good  deal 
like  Dr.  Alt  does  in  regard  to  this  matter,  and  I  cannot  agree 
with  Dr.  Kyle  in  his  assertion  that  slitting  up  of  the  canali- 
culi  does  not  interfere  with  the  proper  drainage  of  the  eye.  I 
believe  that  it  does,  and  for  that  reason  for  the  past  few  years 
I  have  been  probing  the  duct  through  the  punctum  when  I 
could  dilate  it  so  that  I  could  get  a  No.  5  probe  in,  and  in  a 
very  large  patulous  punctum  a  No.  6.  I  find  where  there  is 
just  a  slight  stenosis  that  this  often  suffices.     Where  there  is 
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a  fibrous  contraction  or  stenosis  of  the  duct,  and  the  sac  is 
free  from  acute  trouble,  then  I  think  it  is  necessary  to  slit  up 
the  canaliculus  and  use,  not  a  No.  5,  6  or  8  probe,  but  a  No. 
10  or  12  Theobold  size,  and  even  up  to  No.  14.  I  can  recall 
the  case  of  a  child,  five  years  old,  whom  I  had  under  treat- 
ment for  some  time,  who  had  a  complete  stenosis.  An  ab- 
scess which  had  formed  ruptured  externally  and  there  followed 
cicatricial  stenosis.  I  kept  the  duct  open  with  small  probes 
for  some  time — several  weeks — and  for  five  or  six  weeks  there 
was  no  improvement.  I  then  used  a  No.  12  Theobold  probe 
on  this  child  (remember,  only  five  years  old),  and  in  four  ap- 
plications of  the  probe  the  child  was  so  much  improved  that 
it  returned  home.  That  required  probably  ten  or  twelve 
days.  I  did  not  repeat  this  operation  day  after  day.  After 
returning  home  the  child  remained  well.  Now  that  No.  12 
probe  entered  the  duct  very  nicely  without  much  more  pressure 
than  I  used  to  pass  the  No.  5,  and  the  sac  was  not  injured  in  its 
passage.  Now  in  regard  to  the  tearing  of  the  sac  so  that  fluids 
would  enter  the  tissues.  Undoubtedly  tearing  is  frequently 
done  in  forcing  a  large-sized  probe  through  the  punctum 
even  when  no  false  passage  is  made,  and  when  in  such  cases 
we  afterwards  force  fluids  in  through  a  small  lacrymal  syringe, 
oedema  and  possibly  an  abscess  results  on  account  of  the  fluid 
escaping  into  the  surrounding  tissues.  For  this  reason  it  is 
my  practice  for  the  first  few  times,  after  having  probed  and 
found  much  resistance,  to  use  gently  a  very  mild  solution  of 
bichloride  or  any  other  agent.  As  to  extirpating  the  sac  en- 
tire, I  am  certainly  not  in  favor  of  it  so  long  as  we  can  estab- 
lish a  patency  of  the  duct  by  means  of  large  probes.  It 
certainly  requires,  if  this  radical  operation  is  performed,  an 
extirpation  of  the  lacrymal  gland  also,  otherwise  we  have  the 
epiphora  continuing.  The  use  of  the  large  probe  I  have  care- 
fully investigated  (of  course  I  have  not  had  a  large  clinical 
practice),  and  in  my  own  practice  I  have  never  had  reason  to 
turn  them  aside  for  the  smaller  probes.  For  that  reason  I 
would  encourage  the  use  of  the  larger  probes  to  the  exclusion 
of  the  radical  operation  for  the  removal  of  the  lacrymal  sac. 

Dr.  C.  Barck,  St.  Louis. — I  do  not  believe  that  I  can  add 
anything  new  to  what  has  already  been  said.  The  rules  which 
guide  me  in  these  cases  are  absolutely  conservative.     In  the 
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first  place  I  believe  that  recent  cases,  those  which  have  existed 
only  a  number  of  days  or  weeks,  can  be  cured  without  slitting 
the  canaliculus,  and  whenever  we  can  get  along  without  doing 
so  this  is  certainly  preferable.  I  agree  with  Dr.  Alt  and  Dr. 
Stillson,  that  it  is  a  great  mistake  to  slit  the  lower  canali- 
culus, and  I  have  never  done  it.  I  have  always  emphasized 
the  point  that  the  lower  canaliculus  is  the  most  important  for 
the  suction  of  the  tears,  and,  if  slit,  it  will  not  perform  its  func- 
tion as  well  as  in  the  normal  state.  As  to  probing  and  injec- 
tions, I  think  that  the  force  admissible  is  largely  a  matter  of 
experience.  We  know  that  too  forcible  probing  is  not  to  be 
done.  I  believe  that  injections  are  possibly  more  dangerous 
than  the  use  of  the  probe,  simply  because  when  you  use  the 
injection  and  rupture  takes  place  you  cannot  tell  how  much  of 
the  fluid  escapes  into  the  adjacent  tissues,  and  cannot  con- 
trol the  exact  amount.  I  have  discarded  the  use  of  the  very 
large  probes;  I  hardly  ever  go  beyond  a  No.  10  and  as  a  rule 
not  higher  than  a  No.  8  or  No.  9.  As  far  as  the  radical  op- 
eration is  concerned,  I  believe  it  ought  to  be  limited  to  such 
cases  where  there  is  an  impermeable  stricture  or  osseous 
closure.  In  a  number  of  very  obstinate  cases,  where  treat- 
ment extended  over  one  year,  and  where  I  had  at  first  thought 
of  extirpation  of  the  sac,  the  result  was  a  complete  re- 
covery, observed  for  years.  The  cases  in  which  I  have 
extirpated  the  lacrymal  sac  and  gland  have  been  those  which 
were  brought  about  by  injury  or  disease  of  the  bone,  resulting 
from  syphilis,  etc. 

Dr.  M.  F.  Coomes,  Louisville. — I  would  like  to  add  a 
few  remarks  to  what  has  already  been  said.  In  regard  to 
rupture  of  the  sac,  I  have  seen  it  occur  time  and  time  again. 
Fortunately  in  my  cases  I  have  not  had  an  abscess  result  from 
the  escape  of  fluid  into  the  tissues,  possibly  because  in  the 
early  stages  I  used  antiseptic  solutions.  In  regard  to  slitting 
up  the  canaliculi,  I  think  Dr.  Kyle  will  find  out  in  years  of 
experience  that  the  less  often  he  does  this  the  better  off  his 
patients  will  be.  There  is  no  question  but  that  the  function 
of  these  parts  is  impaired  by  such  a  procedure,  but  at  the 
same  time  in  some  cases  we  are  forced  to  do  it,  I  have  found 
in  treating  chronic  abscesses  of  the  sac  there  is  nothing  like 
good  free  drainage,  and  in  treating  these  strictures  to  adopt 
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the  means  for  the  fullest  distension  in  the  beginning,  passing 
in  the  large  probe  and  keeping  the  canal  open  if  possible.  In 
regard  to  the  extirpation  of  the  sac,  I  am  not  ready  yet  to  ac- 
cept the  doctor's  radical  treatment.  In  all  my  experience  of 
twenty-five  years  I  have  never  had  occasion  to  extirpate  the 
sac.  I  further  think  when  you  extirpate  the  sac  the  lacrymal 
gland  will  have  to  come  out.  If  you  do  not  do  this  you  will 
certainly  have  a  constant  epiphora.  Unless  you  remove  the 
gland  you  have  simply  gotten  rid  of  one  part  of  the  trouble. 
I  think  Dr.  Holmes  after  a  few  experiences  will  not  feel  like 
extirpating  so  many  sacs  as  he  does  now. 

Dr.  J.  J.  Kyle,  Indianapolis. — I  do  not  believe  I  have 
very  much  of  anything  to  add  to  what  has  already  been  said. 
I  have  enjoyed  the  discussion  very  much,  and  feel  that  I  shall 
be  a  little  more  conservative  in  slitting  the  duct  after  this.  I 
think  the  conservative  passage  ^of  the  probe  (a  No.  2  or  No. 
3)  into  the  duct  will  possibly  do  no  harm  and  its  use  will 
sometimes  clear  up  the  diagnosis. 
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G.  Anderson  Critchett,  M.A.,F.K.C.S.E.,  President, 
in  the  Chair. 

Study  of  Inflammatory  Exudates  into  the  Vitreous. 

Dr.  Leslie  Buchanan  read  a  paper  on  this  subject,  which 
was  illustrated  by  lantern  slides  made  from  his  preparations. 
He  said  that  the  exudation  into  the  vitreous  in  cyclitis  was, 
in  the  first  instance,  formed  in  the  pars  ciliaris  retinae,  and 
more  especially  in  the  non-folded  portion  of  it,  but  soon  the 
folded  portion,  the  fibrous  stroma  of  the  ciliary  body,  and  the 
retina  took  part  in  the  production  of  the  inflammatory 
exudate.  The  exudate  into  the  vitreous  body  was  seen  in  the 
fresh  specimen  fixed  in  5  per  cent,  formalin  as  opaque  white 
flocculent  masses.  It  might  be  divided  into  zones,  which 
from  the  ciliary  body  inwards  were  as  follows,  namely :  ( 1 )  a 
fibrous  zone;  (2)  a  fibrinous  zone ;  (3)  a  fibri no-cellular  zone. 
The  formation  of  fibrous  tissue  began  very  early,  probably 
about  the  eighth  day.  The  formation  of  fibrous  tissue  was 
accomplished  by  the  action  of  certain  oval  nuclei  on  the 
fibrin,  ending  in  the  formation  of  fibrous  tissue.  The  cells 
which  formed  the  exudate  at  first  formed  masses  on  the 
non-pigmented  layers  of  the  pars  ciliaris  retinae  and  were  of 
various  characters.  That  these  cells  were  not  all  derived 
from  the  endothelium  was  shown  by  bleaching  and  restain- 
ing,  when  many  cells  might  be  seen  migrating  through  the 
pigment  layer  to  the  free  surface.  In  the  retina  also  there 
was  evidence  of  migration.  The  cells  thus  exuded  passed  to 
a  greater  or  less  depth  into  the  vitreous.  Here  they  prolifer- 
ated rapidly.  In  the  more  superficial  portions  of  the  exudate 
degenerated  protoplasm  might  be  seen  not  having  a  nucleus, 
though  no  instance  of  mitosis  had  been  seen.  Fatty  degenera- 
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tion  followed,  and  further  migration  of  nuclei  took  place, 
these  finding  their  way  back  by  the  lymphatics.  A  fibrinous 
cy clitic  membrane  was  thus  left  infiltrated  with  fat,  and 
highly  vascular.  The  fat  was  absorbed,  the  blood  vessels 
were  gradually  constricted,  leaving  a  comparatively  avascular 
fibrous  tissue  layer,  by  the  contraction  of  which  the  eye  was 
distorted  and  destroyed.  A  further  change  was  the  formation 
of  true  bone.  Spherical  globules  were  formed,  which  grew, 
forming  a  solid  mass  penetrated  by  blood  vessels,  and  finally 
converted  into  bone.  The  bone  corpuscles  were  probably 
fibrous  tissue  corpuscles.  The  cavities  of  the  bone  were  lined 
by  osteoblasts  containing  blood  vessels,  fat,  and  crystals  of 
fatty  acids. 

Paralysis  of  the  Third  Nerve  with  Unusual 
Complications. 

Mr.  Mules  reported  this  case :  The  patient  was  a  man 
aged  75  who,  feeling  ill  on  May  4,  1900,  proceeded  to  treat 
himself  on  the  following  original  plan :  He  first  took  half  a 
box  of  "wind  pills,"  together  with  a  variety  of  other  sorts. 
Feeling  no  better  he  took  two  ounces  of  a  solution  of  tartar 
emetic.  The  vomiting  having  ceased  two  days  later  and  feel- 
ing his  head  very  sore,  he  applied  to  his  forehead  and  scalp 
various  applications  chiefly  used  for  veterinary  purposes.  He 
became  so  much  worse  that  Mr.  Mules  was  sent  for.  Inci- 
sions were  then  made  into  the  cedematous  scalp  and  ten  grains 
of  calomel  were  given.  The  following  day  (May  10th)  the 
patient  was  better,  though  sloughs  covered  the  scalp  and 
there  was  severe  pain.  It  was  then  noticed  that  there  was 
paralysis  of  the  third  nerve.  On  May  27  the  scalp  had 
healed,  but  the  paralysis  remained. 

The  author  thought  that  the  cause  of  the  trouble  was 
herpes  of  the  fifth  nerve.  This  was  the  cause  of  the  patient 
feeling  ill  in  the  first  place.  The  vesicles  were  never  seen  on 
account  of  the  applications  which  caused  so  much  destruction 
of  tissue.  As  a  sequel  to  the  herpes  paralysis  of  the  third 
nerve  ensued. 

Mr.  Devereux  Marshall  referred  to  an  exhaustive  paper 
on  herpes  by  Head  and  Campbell,  published  last  year  in  Brain. 

Dr.  Alden  Turner  saw   no  reason  why  the  third  nerve 
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should  not  be  affected  and  did  not  consider  motor  paralysis 
uncommon  after  an  attack  of  this  disease. 

Mr.  Marcus  Gunn  asked  if  there  had  been  an  injury,  and 
mentioned  a  case  in  which  an  attack  had  definitely  followed 
such. 

Mr.  Johnson  Taylor  asked  if  any  vesicles  had  been  seen 
on  the  cornea,  and  in  reply  Mr.  Mules  stated  that  none  had 
been  observed. 

Double  Symmetrical  Opacities  of  the  Cornea. 

Mr.  Mules  recounted  this  case :  The  patient,  who  was 
aged  70,  developed  opacities  of  the  cornea  eight  years  ago. 
These  were  symmetrical  and  brownish  in  color  and  had  been 
increasing.  The  apices  were  at  the  pupils  and  their  bases  at 
the  corneal  margin.  A  vertical  slit  was  present  in  each. 
One  was  removed  by  scraping,  but  the  other  was  removed 
far  more  easily  by  means  of  a  fine  knife  inserted  beneath  it. 
The  result  was  quite  satisfactory. 

The  President  said  he  had  watched  a  similar  case  for 
seven  years,  but  it  had  not  reached  the  pupil  and  he  had 
done  nothing  to  it  at  present. 

Erythropsia. 
Dr.  W.  H.  A.  Rivers  described  a  form  of  erythropsia 
which  appeared,  after  exposure  to  high  illumination,  as  a  well- 
defined  deep  red  border  round  a  white  object.  The  phenom- 
enon might  be  regarded  as  an  intermediate  link  connecting 
the  ordinary  forms  of  erythropsia  with  the  transient  red  bor- 
der seen  round  a  white  object  which  had  been  described  by 
Shelf  ord  Bidwell.  It  was  shown  that  BidwelTs  phenomenon, 
"  border  erythropsia,"  the  artificial  erythropsia  of  Fuchs,  and 
clinical  erythropsia  such  as  occurred  after  the  removal  of  the 
lens,  were  probably  closely  related  to  one  another.  The  causa- 
tion of  erythropsia  in  general  was  considered,  and  reasons 
were  given  for  believing  that  all  forms  were  due  to  the  colora- 
tion by  the  light  stimulating  the  retina  by  blood,  and  this 
might  be  produced  in  several  ways :  ( 1 )  by  transmission 
through  the  sclerotic,  etc.;  (2)  by  internal  reflection  from 
the  lateral  walls  of  the  eyeball;  (3)  by  transmission  through 
the  anterior  layers  of  the  retina.  The  experiments  of  Birkhofr" 
showed  that  erythropsia  might    occur  when    light  was  pre- 
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vented  from  passing  through  the  peripheral  part  of  the  eye- 
ball, but  these  experiments  did  not  exclude  the  third  of  the 
sources  above  mentioned. 

Remarks  were  made  by  Dr.  Edridge-Green  and  Mr. 
Swanzy. 

Dr.  Rivers  briefly  replied. 

Eye  Injury  Due  to  Lightning  in  South  Africa. 
Major  M.  T.  Yarr  contributed  two  cases.  He  stated 
that  while  encamped  in  the  Orange  River  Colony  in  March, 
1900,  they  were  exposed  to  a  violent  thunderstorm.  (1)  Ma- 
jor H.  had  his  tent  pole  struck;  at  the  same  time  he  felt  ting- 
ling down  the  right  side  of  his  head  and  right  arm.  He  be- 
came  partly  unconscious,  but  soon  recovered  from  this,  but  the 
tingling  persisted  for  some  days.  Four  months  later  he  dis- 
covered accidentally  that  he  was  practically  blind  in  the  right 
eye,  and  was  invalided  to  the  base  hospital.  When  seen  by 
the  author  in  August,  1900,  he  could  only  count  fingers  at 
three  feet.  There  were  several  large  haemorrhages,  evidently 
not  of  recent  date,  and  patches  of  atrophy  in  the  retina  in  the 
region  between  the  superior  and  inferior  temporal  veins,  with 
a  few  scattered  and  much  smaller  haemorrhages  in  the  peri- 
phery, some  engorgement  of  the  veins,  pallor  of  the  disc,  and 
contraction  of  the  arteries.  The  left  eye  was  normal.  (2) 
Richard  C,  aged  25,  a  private  in  the  Second  Royal  Berkshire 
Regiment,  was  employed  on  telephone  duties  at  Belfast, 
Transvaal.  On  October  18th,  1900,  he  was  sitting  at  his 
"  operating  table  "  during  a  storm,  when  his  instrument  was 
struck  by  lightning.  He  fell,  and  on  regaining  consciousness 
he  was  unable  to  see.  He  had  suffered  no  bodily  injury,  but 
his  instrument  was  bent.  The  next  day  he  could  distinguish 
between  light  and  dark ;  about  a  week  later  he  had  perception 
of  light  in  both  eyes,  could  count  fingers  with  the  left,  and 
the  tension  was  normal.  There  was  a  large  retinal  detach- 
ment in  the  right  eye,  running  in  wavy  whitish  lines  inferiorly. 
The  left  eye  also  showed  a  large  detachment,  but  spread  over 
a  wider  area.     The  vision  had  previously  been  quite  good. 

Card  Specimens. 
The  following  card  specimens  were  shown:    Dr.  A.  Bron- 
iicr-:   Growth  of  the  Conjunctiva  from  an  Old  Man.     Dr.  A. 
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A.  Hudson :  An  Apparatus  for  Performing  Massage  on  the 
Eyes  by  Means  of  a  Vibrating  Hammer.  Major  H.  E.  Drake- 
Brockrnan:  A  New  Eye  Speculum.  Mr.  J.  H.  Fisher:  Sub- 
retinal  Cystic  Swelling  in  the  Center  of  the  Fundus.  Mr. 
Inglis  Taylor:  Tubercle  of  the  Iris.  Mr.  Richardson  Cross: 
Congenital  Fibro-Vascular  Tumor  Removed  from  the  Eye. 
Mr.  Stanford  Morton :  Double  Coloboma  of  the  Lens.  Mr. 
Doyne  :   Hole  in  the  Retina. 


PRELIMINARY  PROGRAM  OF  THE  THIRTY-SEVENTH 
MEETING  OF  THE  AMERICAN  OPHTHAL- 
MOLOGIC AL  SOCIETY. 

Held  on  Wednesday  and  Thursday,  the  17th  and  18th  of 
July,  at  the  Pequot  House,  Neio  London,  Conn. 

1.  Report  of  Committee  on  Supplementary  Reports  of 
Cases  which  have  been  previously  reported  to  the  Society. 
Drs.  Jackson,  DeSchweinitz  and  Williams. 

2.  A  Modification  of  Tscherning's  Ophthalmophacometer. 
Dr.  Howe. 

3.  An  improved  Lantern  for  Detecting  Color-Blindness, 
to  Supplement  the  Deficiencies  of  the  Wool  Tests.  Dr.  Wm. 
Thompson. 

4.  Report  of  Committee  on  Standards  and  Methods  for 
Examination  for  Acuteness  of  Vision,  Color-Sense  and  Hear- 
ing.    Drs.  Williams,  Wm.  Thompson  and  Dennett. 

5.  Contribution  to  the  Pathology  of  Vascular  Growths 
into  the  Vitreous,  with  Demonstration  of  a  Specimen.  Dr. 
Marple. 

6.  Cyst  of  the  Vitreous  Body  at  the  Head  of  the  Optic 
Nerve.     Dr.  Roller. 

7.  On  Adenoma  of  the  Meibomian  Glands,  with  Colored 
Illustrations  of  the  Clinical  Picture  and  Microscopic  Demon- 
strations of  the  Original  Tumor  and  its  Development  Into 
Adeno-Sarcoma  and  Adeno-Carcinoma.     Dr.  H.  Knapp. 

8.  Adenoma  of  the  Lacrymal-Caruncle,  with  the  Report 
of  an  Additional  Case.     Dr.  Veasey. 

9.  A  Case  of  Melanotic  Giant-Cell  Sarcoma  of  the  Lim- 
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bus,  Associated  with  an  Implanted  Secondary  Growth  in  the 
Lower  Lid.     Drs.  O.  F.  Wadsworth  and  Verhoeff. 

10.  Double  Panophthalmitis  of  Septic  Origin.  Dr.  Jack- 
son. 

11.  A  Study  of  Six  Cases  of  Metastatic  Choroiditis  Oc- 
curring in  the  Course  of  Pneumonia  Due  to  "  Grippe."  Dr. 
Bull. 

12.  A  Case  of  Primary  Tuberculosis  of  the  Iris  (with  Mi- 
croscopic Specimen).     Dr.  Hepburn. 

13.  Histological  Description  of  an  Eyeball  with  Unusual 
if  not  Unique  Lesions  in  the  Inner  Nuclear  Layer  of  the  Re- 
tina which  Clinically  Simulated  Glaucoma.  Dr.  DeSchwei- 
nitz,  with  collaboration  of  Dr.  E.  Shumway. 

14.  The  Post-Operative  History  of  Fifty  Cases  of  Simple 
Chronic  Glaucoma.     Dr.  Bull. 

15.  Concerning  the  Treatment  of  the  Apparently  Un- 
affected Eye  in  Monocular  Glaucoma.     Dr.  DeSchweinitz. 

16.  Extraction  of  a  Large  Foreign  Body  from  the  Ante- 
rior Chamber  with  Complete  Preservation  of  Vision.  Photo- 
graph of  the  Foreign  Body  in  Situ.     Dr.  St.  John. 

16y2.  Case  of  Foreign  Body  in  the  Eye  Eighteen  Years. 
Three  Attacks  of  Uveal  Inflammation  Without  Loss  of  Vi- 
sion.    Dr.  A.  A.  Hubbell. 

17.  Results  of  X-ray  Diagnosis  and  of  Operation  in  In- 
juries from  Foreign  Bodies.     Dr.  Sweet. 

18.  A  Case  of  Cystic  Growth  (not  Traumatic)  in  the  Or- 
bit, Complicated  With  Exostosis  of  the  Frontal  Sinus.  Dr. 
Andrews. 

19.  Thrombosis  of  the  Cavernous  Sinus.     Dr.  Jackson. 

20.  Report  of  a  Case  of  Injury  of  the  Orbit,  with  Paraly- 
sis of  the  Oblique  Muscles ;  Complete  Restoration  of  Func- 
tion of  the  Muscles  Following  Operation  on  the  Orbit.  Dr. 
Andrews. 

21.  A  New  Instrument  for  Determining  the  Position  of 
the  Axes  of  the  Eyes.     Dr.  Williams. 

22.  Dislocation  of  the  Lacrymal  Gland.     Dr.  Mittendorf. 

23.  Report  of  Two  Cases  of  Removal  of  Lens  in  Excessive 
Myopia.     Dr.  Minor. 

24.  Rapid  Changes  in  Refraction  Occurring  in  the  Eyes 
of  Diabetic  Parents  (with  Case).     Dr.  Carpenter. 
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25.  A  Case  of  Hunterian  Chancre  of  the  Caruncle  Fol- 
lowed by  Secondary  Symptoms.     Dr.  Hepburn. 

26.  An  Unusual  Case  of  Chronic  Inflammatory  Hyper- 
trophy of  the  Lid  Margin.     Dr.  Cheney. 

27.  Anophthalmos  Congenitus  (Two  Cases).  Dr.  Clai- 
borne. 

28.  A  Note  Concerning  the  Ocular  Conditions  in  Anky- 
lostomiasis Duodenalis.     Dr.  Hansell. 

29.  Corneal  Loupe  With  Oblique  Illumination.  Dr. 
Roller. 

30.  The  Electric  Light.  A  Study  of  the  Best  Means  for 
Softening  the  Light  with  a  Minimum  Loss  of  Illumination. 
Dr.  Andrews. 

31.  A  New  Incandescent  Electric  Lamp  for  Ophthalmo- 
scopic Examinations,  and  for  Use  in  the  Lantern  for  Testing 
Color-Sense.     Dr.  Williams. 

32.  On  the  Frequency  of  Asthenopia,  Especially  in 
America.     Dr.  Howe. 

33.  Two  New  Instruments.     Dr.  Theobald. 


PAMPHLETS  KECEIVED, 


"Post-Febrile  Insanity  and  Its  Treatment,"  by  F.  P. 
Norbury,  M.D. 

"The  Relation  of  the  Sympathetic  Nervous  System  to 
Functional  Amblyopia,"  by  H.  S.  Pearse,  M.D. 

'  '  Report  of  a  Different  Operative  Method  in  the  Treat- 
ment of  Trachoma,  with  Notes  Upon  the  Construction  of  an 
Instrument  Devised  for  the  Purpose,"  by  P.  Ch.  Jame- 
son, M.D. 

' '  A  New  Clinometer  for  Measuring  Torsional  Devia- 
tions of  the  Eye,  Delineating  Paracentral  Scotoma  and  Meta- 
morphopsia  and  Detecting  Simulation  of  Blindness,"  by  A. 
Duane,  M.D. 

"  Report  of  the  Committee  of  the  American  Ophthalmo- 
logical  Society  on  Standards  and  Methods  of  Examining  the 
Acuteness  of  Vision,  Color-Sense  and  Hearing,  for  Railway 
and  Marine  Service." 


ABSTRACTS  FfiOM  MEDICAL  LITERATURE. 


By  W.  A.  SHOEMAKEK,  M.D. 

ST.  LOUIS,  MO. 

THREE  CASES  OF  CATARACT  FROM  LIGHTNING  STROKE. 
Josef  Preindlsberger  (  Wiener  Klinische  Wochenschrift % 
March  28)  reports  three  cases.  In  two,  cataract  developed  in 
both  eyes  two  days  after  the  accident.  One  was  a  boy,  13 ; 
the  other  11  years  of  age.  Both  were  rendered  unconscious; 
the  elder  for  a  short  time  only ;  the  younger  for  two  days . 
In  both  cases  linear  extraction  was  performed  with  success. 
The  third  case  was  a  man,  aged  24,  who  had  been  struck  by 
lightning  six  years  before.  He  was  unconscious  for  ten  min- 
utes. A  cataract  developed  in  the  right  eye  some  months  later. 
The  author  performed  extraction  with  iridectomy  with  success. 

PTERYGIUM  OPERATION— METHOD  BY  SUBCONJUNCTIVAL 
ANTERO -INFERIOR  FIXATION. 

John  O.  McReynolds  (  Ophthalmic  Record,  May)  finds  the 
method  of  transplantation  much  more  satisfactory  than  any 
method  of  simple  abscission.  After  a  thorough  trial  of  the  vari- 
ous methods  of  transplantation  he  has  adopted  the  following : 

1.  "  Grasp  completely  the  neck  of  the  pterygium  with  a 
strong,  narrow  fixation  forceps.  2.  Pass  a  Graefe  knife 
through  the  constriction  and  as  close  to  the  globe  as  possible, 
and  then  with  the  cutting  edge  turned  toward  the  cornea 
shave  off  every  particle  of  the  growth  from  the  cornea.  3. 
While  the  pterygium  is  still  held,  divide  the  conjunctiva  and 
sub-conjunctival  tissue  along  its  lower  margin  with  a  pair  of 
>Iender  straight  scissors,  commencing  at  its  neck  and  extend- 
ing toward  the  can  thus,  a  distance  of  one-fourth  to  one-half 
of  an  inch.  4.  Still  holding  the  pterygium  with  the  forceps, 
separate  the  body  of  the  growth  from  the  sclera  with  any 
small  non-cutting  instrument.  5.  Now  separate  well  from  the 
sclera  the  conjunctiva  lying  below  the  oblique  incision  made 
with  the  scissors.  6.  Take  black  silk  thread  armed  at  each 
end  with  small  curved  needles  and  carry  both  of  these  needles 
through  the  apex  of  the  pterygium  from  without  inwards, 
separated  from  each  other  by  a  sufficient  amount  of  growth 
to  secure  ;i  firm  hold.  7.  Then  carry  these  needles  downward 
beneath  the  Loosened  conjunctiva  Lying  below  the  oblique  in- 
cision made    by    the   scissors.      The    needles,    after   passing   in 
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parallel  directions  beneath  the  loosened  lower  segment  of  the 
conjunctiva  until  they  reach  the  region  of  the  lower  fornix, 
should  then  emerge  from  beneath  the  conjunctiva  at  a  distance 
of  about  one-eighth  to  one-fourth  of  an  inch  from  each  other. 
8.  With  the  forceps  lift  up  the  loosened  lower  segment  of  con- 
junctiva and  gently  exert  traction  upon  the  free  ends  of  the 
threads,  and  the  pterygium  will  glide  beneath  the  loosened 
lower  segment  of  the  conjunctiva ;  the  threads  may  then  be  tied, 
and  the  surplus  portions  cut  off,  leaving  enough  to  facilitate 
removal  after  proper  union.     It  is  important  that  no  incision 
should  be  made  along  the  upper  border  of  the  pterygium,  be- 
cause it  would  gap  and  leave  a  denuded  space  when  downward 
traction  is  made  upon  the  pterygium.     The  elasticity  of  the 
conjunctiva  is  such  that  when  this  downward  traction  is  ex- 
erted on  the  head  of  the  pterygium  it  becomes  thinned  and 
smoothly  applied  to  the  sclera,  corresponding  to  the  former 
site  of  the  body  of  the  growth,  and  the  margin  of  the  con- 
junctiva coincides  accurately  with  the  sclero-corneal  junction. 
Thus,  when  the  operation  is  completed  and  the  speculum  re- 
moved, the  stitches  are  hidden  by  the  lower  lid  and  the  only 
denuded  area  is  on  the  cornea.     The  former  site  of  the  body 
of  the  pterygium  is  covered  by  thin  and  comparatively  non- 
vascular conjunctiva.     What  blood-vessels  remain  are  directed 
downward  and  hence  do  not  tend  to  encroach  again  upon  the 
cornea,  while  the  vascular  activity  is  concentrated  beneath  the 
lower  lid,  where  it  is  not  only  removed  from  view,  but  pro- 
tected, and  atrophy  surely  and  naturally  follows.     The  corneal 
wounds  heal  quickly  and  the  thin  conjunctival  tissue  become- 
closely  adherent  to  the  sclera.     After  a  few  days  the  single 
stitch  can  be  removed  and  the  old  pterygium  be  found  firmly 
adherent  to  the  sclera  and  hidden  beneath  the  loosened  lower 
segment  of  the  conjunctiva.     If  the  head  of  the  pterygium  is 
very  large  it  may  be- cut  off  before  the  growth  is  drawn  down. 
The  general  direction  of  the  traction  thread  is  vertical,  but  it 
is  usually  best  to  incline  them  in  such  way  that  they  will 
emerge  from  that  part  of  the  conjunctiva  that  lies  below  the 
cornea.     This  is  often  necessary  so  as  to  permit  the  denuded 
sclera  to  be  completely  covered  by  smooth  conjunctiva,  and  if 
the  conjunctiva  should  slightly  overlap  the  cornea  at  any  point 
it  can   easily  be  trimmed  away  without  interfering  with  the 
desired  result." 
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ON  THE  FREQUENCY  OF  ASTHENOPIA, 
ESPECIALLY  IN  AMERICA.* 

BY  LUCIEN  HOWE,  M.D., 

BUFFALO,  N.  Y. 

WE  have  long  since  agreed  that  the  term  asthenopia  shall 
be  used  to  designate  that  familiar  group  of  symptoms 
which  includes  discomfort  or  pain  for  near  work,  with  blur- 
ring of  vision  and  perhaps  some  injection  of  the  conjunctiva 
or  lachrymation.  But  while  we  find  this  term  convenient,  it 
is  also  indefinite,  especially  so  when  we  do  not  keep  in  mind 
the  variety  of  asthenopia,  whether  accommodative,  muscular 
or  central. 

I.  Remembering  thus  the  general  character  of  the  term, 
the  first  point  to  which  attention  is  here  directed  is,  that 
cases  of  asthenopia  form  one  of  the  largest  class  wc  arc 
called  upon  ordinarily  to  treat.  Although  this  fact  is  so  ob- 
vious, it  is  nevertheless  difficult  to  demonstrate  by  figures, 
because  the  classification  of  diseases  in  institutions  seldom  or 
never  include  the  term  asthenopia.     It   is  possible,  however, 


♦  Address  of  the  President,  of  the  Medical  Association  of  Central  New 
York,  ;it  the  Annual  Meeting,  1001. 
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to  approximate  the  number ;  for  we  know  that  nearly  always 
asthenopia  is  associated  Avith  anomalies  of  refraction  and  of 
accommodation  and  with  muscular  insufficiencies,  and  there- 
fore the  proportion  of  these  cases  gives  with  certain  modifi- 
cations an  indication  as  to  the  frequency  of  asthenopia.  It  is 
true  that  nearly  all  myopes  and  very  many  hypermetropes 
have  no  trace  of  asthenopia.  But  making  allowance  for  these 
and  also  for  those  whose  discomfort  is  trifling,  there  still  re- 
mains so  large  a  proportion  of  cases  of  really  annoying  asthe- 
nopia as  to  make  that  group,  in  every  enlightened  country, 
next  in  size  to  diseases  of  the  conjunctiva  and  cornea.  In- 
deed it  is  generally  recognized  that  in  private  practice  among 
the  educated  the  cases  of  asthenopia  constitute  by  far  the 
largest  class. 

II.  Again,  it  is  apparently  the  fact  that  the  more  annoy- 
ing types  of  asthenopia,  the  muscular  and  central  forms,  oc- 
cur more  frequently  in  the  United  States  than  elsewhere. 

As  the  term  asthenopia  is  elastic,  it  would  also  be  difficult 
to  state  the  frequency  of  such  cases  in  figures.  I  am  not 
aware  that  any  attempt  has  been  made  to  do  so ;  but  it  is 
an  observation  familiar  to  those  who  have  had  opportunities 
to  compare  the  hospital  or  private  practice  in  this  country 
with  that  of  England,  France  or  Germany. 

It  is  not  intended  to  state  that  the  average  American  is 
not  as  strong  in  other  respects  as  his  brother  across  the 
Atlantic.  The  contrary  has  been  shown,  as  is  well-known, 
by  Dr.  P.  C.  Knapp  and  others.  Dr.  H.  P.  Bowditch  has 
found  from  measurements  of  the  American  school  boy  that 
he  is  as  good  a  physical  type  as  the  boy  at  Eton  or  Rugby. 
Dr.  B.  A.  Gould  in  like  manner  found  that  our  soldier  was 
the  physical  equal  of  the  European.  Our  athletes  bring  back 
at  least  their  share  of  prizes  from  abroad,  and  our  yachtsmen 
have  held  the  cup  for  over  fifty  years. 

But,  on  the  other  hand,  Javal  has  expressed  the  opinion  to 
Roosa  that  asthenopia  is  more  common  in  New  York  than  in 
Paris,  and  this  also  held  by  Bull  of  Paris,  whose  extensive 
practice  first  on  one  side  of  the  Atlantic  and  then  on  the 
other  has  afforded  unusual  opportunities  for  observation. 

Important  evidence  on  this  point  is  furnished  by  Dr. 
George  M.  Beard  in  a  monograph  on  Nervous  Exhaustion  and 
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Neurasthenia,  published  so  long  ago  as  1879.  Most  of  the 
cases  which  he  described  are  really  types  of  asthenopia. 

In  the  first  chapter  he  says :  ' *  There  is  a  large  family  of 
functional  nervous  diseases  which  are  increasingly  frequent 
among  the  indoor  classes  of  the  civilized  countries,  and  they 
are  especially  frequent  in  the  northerly  and  easterly  parts  of 
the  United  States." 

The  observations  which  compose  the  greater  proportion 
of  his  monograph  are  carefully  made  and  systematically  ar- 
ranged, and  although  some  of  the  views  must  necessarily  be 
modified  b}^  the  light  of  subsequent  investigation,  the  conclu- 
sions which  he  reaches  seem  to  be  entirely  warranted. 

He  observes  that  the  geographical  distribution  of  this 
class  of  diseases  is  not  everywhere  the  same.  They  appear 
to  be  less  common  in  Germany  and  Russia,  Italy  and  Spain ; 
more  frequent  in  France,  and  still  more  frequent  in  England. 
Above  all,  he  considers  neurasthenia  to  be  an  American  dis- 
ease, and  in  that  definition  he  includes,  as  before  remarked, 
what  we  all  recognize  as  forms  of  asthenopia. 

The  late  Dr.  Henry  D.  Noyes  of  New  York  presented,  as 
long  ago  as  1876,  an  analysis  of  1079  cases  which  came  under 
his  observation — rather  a  large  number  even  for  an  industrious 
practitioner. 

Personally,  as  I  compare  the  experience  of  twenty-seven 
years'  practice  here,  and  that  obtained  during  ten  visits  among 
our  confreres  in  England  and  on  the  continent,  the  impres- 
sion becomes  stronger,  as  before  remarked,  that  such  cases 
are  decidedly  more  frequent  in  the  United  States.  More- 
over, it  is  natural  that  this  should  be  so,  for  the  following 
reasons : 

(a)  Carelessness.  —  Americans  use  their  eyes  more  under 
unfavorable  circumstances  than  is  done  elsewhere.  Our  news- 
paper.^ and  periodicals  are  many  times  more  numerous  and 
larger  than  in  any  European  country.  The  print  is  often  poor ; 
we  read  more  when  travelling,  or  wherever  we  happen  to  be 
in  our  few  minutes  of  leisure,  too  frequently  regardless  of 
proper  illumination  or  other  requisites  for  the  natural  use  of 
the  eyes. 

i  b  )  From,  causes  affecting  the  nervous  system. — It  is  a 
saying  with  the  Europeans  that   while  he  makes    money  to 


228  Lucien  Howe. 

live,  the  American  lives  to  make  money ;  and  however  that 
may  be,  the  hurry  and  mental  strain  of  our  American  life 
makes  greater  demands  upon  the  nervous  system  than  does 
the  more  quiet  routine  of  life  elsewhere.  This  fact  also  is 
so  well  recognized  as  to  require  no  comment. 

'•(c)  From  causes  affecting  the  digestive  tract. — It  is  prob- 
able that  this  is  of  some  importance.  Americans  not  only 
eat  more  meat  than  do  Continental  nations,  but  we  do  not 
take  time  to  masticate  it  properly,  and  there  may  be  an  insuf- 
ficient amount  of  fluids  ingested  as  compared  with  that  in 
wine  or  beer  drinking  countries. 

The  fact  that  dyspepsia  in  various  forms  and  appendicitis 
are  so  common  in  America,  also  indicate  that  there  is  sonic 
factor  here  which  exerts  an  unfavorable  influence  upon  the 
digestive  tract  and  indirectly  thus  upon  various  organs. 

III.  Even  if  there  should  be  a  doubt  that  annoying  forms 
of  asthenopia  do  occur  more  frequently  in  the  United  States 
than  in  Europe,  there  is  no  doubt  concerning  another  phase 
of  this  subject,  which  is,  that  a  larger  number  of  these  asthe- 
nopic  persons  do  apply  for  relief  in  the  United  States  than 
elsewhere.  This  is  especially  apparent  to  German  or  English 
ophthalmologists  who  are  so  situated  as  to  have  a  clientele 
including  many  Americans. 

Thus,  one  of  our  most  honored  and  illustrious  confrere-, 
located  in  a  German  university  town,  which  happens  to  he 
also  a  resort  for  Americans,  said  to  one  visitor:  u  Your  Ameri- 
can eye  doctors  frighten  patients  into  glasses,  and  the  patients 
frighten  themselves  about  them."  In  spite  of  an  opinion  from 
so  distinguished  an  authority,  it  would  seem  that  there  are 
other  causes  which  induce  patients  in  America  to  seek  relief 
sooner  than  elsewhere.     These  are  : 

(a)  The  mental  attitude  of  the  average  American  in  re- 
gard to  glasses.  He  desires  to  see  as  distinctly  as  he  can  and 
prefers  the  inconvenience  of  glasses  to  any  discomfort  from 
asthenopia.  This  is  true  of  American  women  also,  young  or 
old.  This  is  even  true,  to  as  great  an  extent  as  is  possible,  of 
those  other  women  of  rather  uncertain  age,  who  naturally  fear 
that  the  possession  of  a  pair  of  glasses  indicates  that  they  are 
approaching  middle  life. 

Especially  is  this   objection  lessened   when   the   optician 
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assists  in  the  self-deception  by  making  the  eye  glasses  becom- 
ing or  even  ornamental. 

(b)  The  average  American  practitioner  is  better  supplied 
with  appliances  for  detecting  the  causes  and  varieties  of 
asthenopia  than  are  his  confreres  in  Europe. 

In  addition  to  the  all-important  test  case,  we  find  now  al- 
most invariably  that  he  is  equipped  with  an  ophthalmometer, 
with  a  phorometer,  together  with  other  appliances  for  testing 
the  static  and  dynamic  conditions  of  the  muscles,  and  occa- 
sionally has  appliances  for  measurement  of  relative  accommo- 
dation, which  in  Europe  are  to  be  seen  only  in  a  physiological 
laboratory. 

When  an  American  ophthalmologist  visits  his  professional 
brethren  in  their  offices  in  Germany,  he  is  struck  by  the  lack 
of  appliances  for  properly  testing  this  important  class  of  cases. 

(c)  American  ophthalmologists  use  these  appliances  to 
make  more  accurate  corrections  of  ametropia  and  of  muscular 
anomalies  than  is  customary  in  Europe. 

It  may  seem  strange  that  the  countries  which  have  pro- 
duced Helmholtz,  Graefe,  Donders,  and  Javal  should  not  also 
be  those  to  carry  into  practice  the  important  lessons  taught  at 
home.     Apparently,  however,  that  is  not  the  case. 

It  required  some  time  for  American  ophthalmologists  as  a 
class  to  be  convinced  that  the  correction  of  half  or  even  a 
quarter  of  a  dioptre  of  astigmatism  was  of  any  importance. 
Gradually,  however,  the  majority  have  reached  that  conclu- 
sion. We  have  learned  that  attention  to  the  details  of  ame- 
tropia and  of  heterophoria,  apparently  insignificant,  make  all 
the  difference,  in  some  few  instances  at  least,  between  persis- 
tent headaches  and  perfect  comfort. 

(d)  The  skill  of  the  optician  assists  to  no  small  degree  in 
the  treatment  of  these  cases  of  asthenopia.  In  nearly  all  of 
our  cities  of  any  considerable  size  we  now  find  one  or  more 
opticians  who  themselves  grind  spheres  and  cylinders  accu- 
rately and  promptly,  setting  the  glasses  in  frames  which  are 
neat  and  comfortable. 

They  have  long  ago  learned  to  make  bifocal  lenses,  so  that 
certain  hypermetropes  or  myopes  who  have  passed  middle  life 
find  such  lenses  one  of  the  essentials  of  comfortable  existence. 
And  yet,  even  this  simple  appliance  is  exceptional  in  a  country 
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where  the  theory  of  optics  and  the  skill  of  the  workman  other- 
wise is  as  far  advanced  as  in  Germany.  During  the  last  year 
the  writer  of  this,  who  wears  bifocal  lenses,  happened  to  attend 
the  meeting  of  the  German  Ophthalmologics!  Society  in 
Heidelberg.  Such  glasses  were  so  unusual  as  to  attract  atten- 
tion, and  several  of  the  members  did  not  hesitate  to  express 
their  curiosity  by  inquiries  concerning  them. 

We  must  conclude,  therefore,  that  cases  of  asthenopia 
form  not  only  one  of  the  largest  group  which  we  are  called 
upon  to  treat,  but  that  the  proportion  of  severer  cases  is  some- 
what larger  in  America  than  in  other  countries,  this  being 
due  to  the  injurious  effects  of  our  national  habits  upon  the 
eyes  themselves,  upon  the  nervous  and  digestive  system. 

Also  it  seems  quite  certain  that  a  larger  proportion  of  all 
the  cases  of  asthenopia  apply  for  relief  in  the  United  States 
than  do  so  elsewhere,  the  reasons  of  this  being  the  compara- 
tively slight  aversion  of  patients  to  the  use  of  glasses ;  to  the 
fact  that  the  average  American  ophthalmologist  is  better 
equipped  than  his  foreign  confreres  for  detecting  errors  of 
refraction  and  of  muscular  balance ;  that  he  takes  pains  to 
correct  even  small  variations  from  the  normal  condition ;  and 
that  the  American  optician  has  much  more  complete  appliances 
for  grinding  glasses  accurately  and  fitting  them  satisfactorily 
than  has  the  average  optician  of  any  other  country. 
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DACRYO-STENOSIS  WITH  ABSCESS.* 

BY  DR.  J.  F.  REYNOLDS, 

MT.  STERLING,  KY. 

DACRYO-STENOSIS  with  abscess  is  the  most  important 
disease  of  the  lachrymal  duct.  Not  only  does  it  give 
rise  to  grave  affections  and  sometimes  fatal  septicemia,  but  in 
consequence  of  its  tendency  to  cause  congestion  of  the  con- 
junctiva and  appendages  of  the  eye,  it  undermines  the  whole 
nervous  system  and  unfits  the  patient  for  the  ordinary  avoca- 
tions of  life.  It  is  nearly  always  secondary  to  dacryocysti- 
tis, the  development  of  which  is  favored  by  foreign  sub- 
stances, as  dust,  smoke,  irritating  gases,  etc. 

Blennorrhcea  adultorum  and  blennorrhea  neonatorum  play 
a  very  important  part  in  the  causation  of  this  disease,  for  they 
almost  invariably  leave  cicatrices  sufficient  to  cause  stenosis 
of  the  duct,  which  is  sooner  or  later  followed  by  abscesses. 
According  to  "  Fuchs,"  heredity  undoubtedly  causes  a  small 
per  cent,  of  these  cases,  from  ill-formed  noses,  which  are 
handed  down  from  one  generation  to  another.  It  is  often 
caused  from  hypertrophy  of  the  inferior  turbinated,  espe- 
cially in  those  who  suffer  from  specific  troubles,  either  ac- 
quired or  congenital,  and  from  all  nasal  affections  where  the 
pathogenic  fungi  enter  the  nose.  It  occurs  in  all  classes  and 
at  all  ages,  but  chiefly  in  men  of  mature  years,  and  especially 
employes  of  our  various  factories  and  railroad  systems.  It  is 
by  far  the  most  frequent  between  the  age  of  twenty-five  and 
fifty  years.  Males  are  attacked  more  often  than  females,  and 
women  of  the  higher  classes  who  are  not  subjected  to  hard 
labor  rarely  suffer  from  this  disease.  Chronic  alcoholism  is 
a  causative  factor,  for  the  reason  that  it  produces  chronic 
congestion  and  catarrh  of  the  lachrymal  duct,  and  thickening 
of  the  mucous  membrane  and  connective  tissue.  Necrosis  of 
the  lachrymal  and  nasal  bones  is  also  a  frequent  cause  of  the 
abscess.  Its  course  is  a  very  rapid  one.  Usually  on  the 
third  or  fourth  day  we  can  detect  pus  by  palpation  and  the 
discoloration  of  the  skin. 

After   a    brief   mention   of   some  of  the   most    important 
symptom 8,  we  will  hasten  on  to  the  consideration  of  the  treat - 

♦Read  at  the  meeting  of  the  Western  Ophthalmologic  and  Oto-Laryn- 
gologic  Association,  held  In  Cincinnati,  Ohio,  April  11-12,1901. 
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ment.  (1)  Epiphora  is  almost  the  first  symptom  to  appear; 
(2)  redness  and  heat;  (3)  swelling,  at  first  hard  and  painful 
on  pressure;  (4)  great  oedema  of  the  lids  and  surrounding 
tissue:  (5)  congestion  of  the  conjunctiva  with  chemotic 
patches;  (6)  dryness  of  the  schneiderian  membrane  and  the 
corresponding  side  of  the  nose  seems  to  be  stopped  up ;  ( 7 ) 
non-permeability  of  sac;  (8)  fluctuation  makes  its  appear- 
ance on  the  third  or  fourth  day;  (9)  lachrymal  sac  can 
easily  be  outlined  after  it  is  distended  with  pus;  (10)  in  or- 
der to  ascertain  as  to  whether  or  not  there  is  complete  occlu- 
sion of  the  duct,  it  is  best  to  inject  a  few  drops  of  a  normal 
salt  solution  into  the  lower  canaliculi  with  a  small  lachrymal 
syringe,  and  if  there  is  an  opening  it  will  enter  the  nostril  of 
the  corresponding  side. 

The  treatment  should  be  directed  in  two  ways,  viz. :  to 
kill  the  micro-organism  and  remove  the  obstruction.  In  the 
beginning  of  the  abscess,  that  is  during  the  first  two  or  three 
days,  we  should  use  abortive  means,  such  as  irrigation  and 
syringing  with  antiseptic  solutions,  the  use  of  astringent 
fluids,  of  which  a  one  per  cent,  solution  of  silver  nitrate  acts 
admirably ;  ice  bags  alternated  with  hot  applications  are  ben- 
eficial when  the  patient  will  tolerate  them. 

The  Bowman  probe  should  rarely  be  used  unless  it  is  in 
the  hands  of  one  skilled  in  its  use,  and  then  the  tissue  should 
be  thoroughly  cocainized  in  the  region  of  the  duct  by  inject- 
ing the  cocaine  into  the  canaliculi  with  a  small  syringe.  If 
the  stenosis  is  marked,  the  duct  and  surrounding  tissue  should 
be  anaesthetized  by  hypodermic  injection  of  a  four  per  cent, 
solution  of  cocaine,  or  better  still  the  use  of  a  general  anaes- 
thetic ;  for  Dante  has  never  pictured  the  horrors  of  the  lost 
souls  with  more  anxiety  and  dread  than  these  poor  sufferers 
show  when  they  are  about  to  be  subjected  to  this  painful  little 
operation.  If  the  stricture  is  hard  and  of  long  standing,  the 
probe  should  not  be  forced  through  without  first  cutting  it, 
and  never  used  when  the  inflammation  is  very  great,  for  by 
its  use  we  are  liable  to  make  a  false  passage  and  produce  a 
solution  of  the  continuity  of  the  mucous  membrane,  which 
leads  to  the  formation  of  cicatrices  and  impairs  the  function 
of  the  tear  passage.  Injection  of  medicine  into  the  canaliculi 
is  not  without  its  bad  effect  on  the  future  course  of  the  dis- 
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ease,  for  it  acts  as  an  irritant  to  the  lining  mucous  membrane, 
increases  swelling,  extends  suppuration  and  thereby  prolongs 
the  duration  of  the  disease,  and  makes  an  unfavorable  prog- 
nosis. The  radical  operation  should  be  performed  as  follows: 
Make  an  incision  through  the  skin  and  subcutaneous 
tissue — beginning  at  the  center  and  at  the  lower  margin  of 
the  tendo-oculi — extending  downward  and  outward  about  one 
inch,  so  that  the  lower  part  of  the  incision  will  be  on  a  line 
with  the  inner  schlero-corneal  border  of  the  normal  eye ;  dis- 
sect back  the  skin  and  subcutaneous  tissue,  and  with  a  pair  of 
strabismus  scissors  make  a  complete  dissection  of  the  lacrymal 
sac  and  duct  from  where  the  latter  enters  the  osseous  canal  up 
to  the  bifurcation  of  the  canaliculi.  The  remaining  portion 
of  the  duct  down  to  the  pituitary  membrane  should  be  in- 
cised in  several  directions  by  means  of  a  narrow  knife  of  the 
shape  of  a  right  angle  triangle,  as  recommended  by  "  Still- 
ing," by  allowing  the  knife  to  move  up  and  down  several 
times,  rotating  it  on  its  axis  after  the  sac  and  nasal  duct  have 
been  completely  removed,  take  a  medium  sized  Bowman 
probe,  pass  it  into  the  canaliculi  through  the  puncta  lacry- 
malis  until  it  is  felt  in  the  wound  by  the  tip  of  the  finger, 
then  place  the  point  of  an  electric  cautery  probe,  about  the 
same  size,  in  apposition  with  Bowman's,  gradually  withdraw 
the  latter,  at  the  same  time  following  it  up  with  the  cautery 
until  it  is  seen  in  the  puncta,  turn  on  the  electric  current 
until  this  probe  reaches  a  white  heat,  at  the  same  time  guard- 
ing against  any  injury  to  the  eyeball  and  surrounding  tissue. 
After  having  carefully  removed  it  we  have  a  wound  that  is  ab- 
solutely free  from  all  germs  and  their  toxines  and  a  tube 
without  any  lining  mucous  membrane,  the  sides  of  which 
readily  come  in  apposition  and  heal  by  granulation ;  therefore 
we  have  substituted  for  these  infectious  canals  a  cicatricial 
tissue  that  is  firm  and  healthy,  and  thereby  have  destroyed 
the  incubator  for  all  bacilli  that  so  easily  migrate  to  the  inner 
canthus  of  the  eye;  besides,  these  patients  are  permanently 
relieved  from  the  unpleasant  task  of  squeezing  the  tears  from 
the  mouths  of  the  canaliculi,  as  usually  happens  when  the 
ducts  are  allowed  to  remain  open.  I  am  a  great  believer  in 
palliative  treatment  and  conservative  surgery,  but  I  think  it 
out  of  place  in  a  case  of  dacryo-stenosis  of  long  standing  witli 
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a  recently  developed  abscess ;  for  in  every  case  of  this  char- 
acter we  should  neither  delay  nor  hesitate  to  perform  the 
radical  operation  as  soon  as  the  diagnosis  is  made,  and  even 
before  the  abscess  has  ruptured  spontaneously  or  opened  with 
the  knife.  If  the  sac  is  fully  distended  with  pus  we  can  in  a 
great  many  cases,  by  careful  dissection,  remove  it  without 
rupturing  the  sac,  which  gives  the  operator  a  much  better 
chance  to  make  a  complete  removal  without  injuring  too 
much  of  the  surrounding  tissue.  There  should  be  a  total  ex- 
tirpation of  the  lacrymal  gland,  as  recommended  by  "Dr. 
Holmes,"  in  almost  every  case  where  the  duct  and  sac  have 
been  removed,  especially  in  those  persons  who  lead  an  outdoor 
life  and  are  constantly  subjected  to  the  wind  and  dust ;  for  if 
this  gland  is  not  removed  these  patients  are  annoyed  for  life 
by  tears  and  conjunctivitis  caused  by  the  constant  wiping  the 
eyes.  I  do  not  claim  anything  new  in  the  cautery  treat- 
ment, for  the  application  of  cauteries  in  their  various  ways  in 
this  operation  are  as  old  as  the  surgery  of  the  sac  itself; 
but  the  results  obtained  in  the  cases  upon  which  I  have 
operated  by  above  described  method  convinces  me  that  the 
application  of  the  cautery  into  and  through  the  canal  fulfills 
all  the  requirements.  One  advantage  it  enjoys  over  the  slit- 
ting method  practiced  by  some  is  the  conservation  of  sym- 
metry and  form  to  the  palpebral  margin,  which  results  could 
not  be  so  easily  or  surely  obtained  after  an  open  wound.  I 
quote  you  three  cases  which  have  come  under  my  observation 
during  the  past  eighteen  months : 

Case  I. — T.  F.,  set.  58,  male,  applied  for  treatment  Novem- 
ber 19,  1899,  with  the  following  history!  Was  kicked  on  the 
nose  by  a  horse  June  18,  1890;  had  considerable  redness,  pain 
and  swelling  for  several  weeks  afterwards.  When  the  inflam- 
mation  subsided,  the  lacrymal  duct  was  stenosed  and  the  tears 
were  continually  overflowing,  causing  no  little  inconvenience. 
In  1896  the  sac  abscessed,  at  which  time  he  consulted  a  repu- 
table specialist,  who  operated  and  removed  a  small  quantity  of 
necrosed  bone,  and  directed  his  after-treatment  to  the  use  of 
Bowman's  probes  and  syringing  the  duct  with  antiseptic  solu- 
tions. This  treatment  was  continued  for  three  months,  when 
the  patient  was  discharged  cured ;  still  more  or  less  tearing 
continued  until  November,   1899,  when  the   second   abscess 
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made  its  appearance.  After  six  weeks  of  careful  syringing 
and  probing,  without  any  marked  benefit,  I  performed  the 
radical  operation  under  a  general  anaesthetic,  removing  the 
entire  sac  and  duct,  with  a  small  amount  of  necrosed  bone, 
from  the  pituitary  membrane  to  the  bifurcation  of  the  can- 
aliculi ;  then  with  the  electric  cautery  point  I  carefully  cauter- 
ized the  canaliculi  to  the  margin  of  the  lid,  applied  two  silk 
sutures,  dressed  it  antiseptically,  had  primary  union  in  the 
lower  part  of  the  wound,  the  canaliculi  healed  by  granulation. 
Complete  recovery. 

Case  II. — B.  J.,  set.  42,  male,  first  consulted  me  August  5, 
1900,  with  history  of  having  had  stenosis  with  muco-purulent 
ectasia  of  the  lacrymal  sac  of  the  right  side  for  the  past  six 
months.  Three  days  prior  to  my  seeing  him  an  abscess  had 
begun  to  form,  with  all  the  symptoms  common  to  this  disease. 
I  proceeded  at  once  to  do  the  radical  operation,  under  cocaine 
anaesthesia,  observing  strict  asepsis.  I  made  a  complete  dis- 
section of  the  sac  and  tube,  using  the  cautery  point  as  in 
Case  I.  After  taking  two  deep  catgut  and  two  subcutaneous 
silk  sutures,  the  wound  was  antiseptically  dressed,  union  tak- 
ing place  by  first  intention  in  the  lower  part,  the  canaliculi 
healing  by  granulation.  This  patient,  being  a  farmer  by  oc- 
cupation, was  continually  annoyed  by  the  excessive  accumula- 
tion of  tears  caused  by  wind  and  dust,  and  being  willing  to 
submit  to  almost  anything  to  get  relief,  I  removed  the  tear 
gland  October  20,  1900,  after  having  shaved  the  entire  eye- 
brow and  made  every  preparation  for  an  aseptic  operation. 
Primary  union  and  complete  recovery  followed,  with  sufficient 
tears  to  lubricate  the  membrane  of  the  eye. 

Case  III. — J.  C,  aet.  65,  male,  twenty  years  ago  suffered 
from  purulent  ophthalmia  for  about  one  year;  since  that  time 
he  has  been  more  or  less  troubled  with  tears  running  over  the 
lids  and  flowing  down  the  cheek  in  sufficient  quantity  to  irri- 
tate the  skin.  December  1,  1900,  an  abscess  developed,  and 
four  days  later  I  was  called  and  made  an  incision,  and  a  huge 
quantity  of  pus  was  evacuated.  I  washed  it  out  with  H202 
and  other  antiseptic  solutions,  and  continued  this  palliative 
treatment  with  but  little  benefit  unt  il  January  3rd,  when,  un- 
der cocaine  amesthesia,  I  removed  the  sac  and  tube,  cauteriz- 
ing the  canaliculi.      The    union    in    this   case    was   the  same  as 
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the  above  cases,  and  the  patient  was  apparently  well  until 
three  weeks  later,  when  a  subcutaneous  abscess  made  its  ap- 
pearance, which  was  opened  and  washed  out  with  a  two  per 
cent,  solution  of  silver  nitrate.  Recovery  uninterrupted;  pa- 
tient well,  but  still  greatly  inconvenienced  by  the  accumula- 
tion of  tears. 

DISCUSSION. 

Dr.  F.  A.  Phillips,  Chicago. — I  would  like  to  say  a  word 
or  two  in  reference  to  the  conservative  treatment  of  these 
cases,  especially  the  cases  of  blennorrhea  of  the  sac  which 
have  not  as  yet  developed  the  acute  suppurative  condition ;  in 
other  words,  those  cases  in  which  an  abscess  proper  has  not 
developed.  It  is  in  these  cases  that  we  get  early  the  symp- 
tom of  epiphora,  and  it  seems  to  me  at  this  time  that  conser- 
vative treatment  is  advisable.  If  seen  thus  early  dilate  the 
punctum,  then  with  Anel's  syringe  or  a  lacrymal  pipette,  wash 
out  the  sac  carefully,  and  if  the  solution  passes  through  into 
the  nasal  cavity  do  not  pass  a  probe.  It 'is  and  has  been  my 
practice  for  the  past  two  years  to  probe  no  case  for  at  least  a 
period  of  two  or  three  months,  and  if  I  find  then  the  epiphora 
continues,  and  the  stenosis  of  the  puncta  is  not  relieved  by 
dilatation,  I  take  a  pair  of  Stevens'  tenotomy  scissors,  and 
after  introducing  one  blade  within  the  canaliculus  make  an 
incision  from  one  and  one-half  to  three  millimetres  in  length. 
If  the  punctum  is  inverted — that  is,  rotated  toward  the  eye- 
ball— I  turn  the  outer  blade  so  that  it  points  outwards  towards 
the  outer  border  of  the  lid  in  order  that  the  incision  may  pass 
obliquely  across  and  leave  an  opening  into  the  canal  lying  in 
the  lacus  lacrymalis.  I  have  found  by  this  conservative 
method  of  treatment  that  many  of  these  cases  will  be  re- 
lieved and  go  on  to  recovery.  Where  cases  have  gone  on  to 
the  condition  in  which  a  chronic  suppurative  process  is  pres- 
ent it  is  important  to  obtain  an  opening,  a  large  one,  and 
keep  it  open.  This  can  best  be  done  by  inserting  a  stylet  or 
the  probe  mentioned  by  Dr.  Kyle.  In  two  such  cases  as  have 
just  been  described,  I  had  to  operate  because  I  was  not  able 
to  relieve  the  patients  of  the  suppurative  process  by  treat- 
ment. The  probe  if  passed  continually  would  maintain  the 
patency  of  the  canal,  but  after  a  discontinuance  of  from  one 
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to  three  months  they  would  return  with  the  suppuration  and 
epiphora;  I  should  have  considered  them  fortunate  if  they 
had  only  epiphora.  In  the  majority  of  cases  of  chronic  sup- 
purative dacryocystitis  one  of  two  things  will  result :  either 
suppuration  ceasing,  contraction  takes  place  with  the  closure 
of  the  duct  so  that  epiphora  is  constant,  or  the  suppurative 
process  recurs  and  the  patient  will  have  to  apply  again  and 
again  for  treatment.  Such  has  been  my  experience.  I  have 
seen  these  cases  recurring  year  after  year,  and  they  would 
come  back  once  or  twice  a  year  for  treatment ;  so  my  exped- 
ience has  made  me  very  conservative  in  the  matter  of  passing 
probes.  I  have  seen  a  number  of  cases  of  suppuration  pro- 
duced by  the  early  use  of  the  probe  where  there  had  been 
prior  to  its  use  but  a  simple  blennorrhcea  of  the  sac.  For  that 
reason  I  wish  to  call  attention  particularly  to  the  conservative 
treatment :  first,  by  using  dilatation  of  the  punctum  and  the 
flushing  out  of  the  apparatus  with  a  saturated  solution  of 
boracic  acid;  and  second,  avoiding  the  use  of  the  probe  until 
such  time  as  you  are  confident  stenosis  exists  in  the  lower 
part  of  the  apparatus,  in  the  bony  canal. 

Dr.  S.  C.  Ayres,  Cincinnati. — In  regard  to  the  treatment, 
I  have  pursued  the  methods  which  most  of  you  have  adopted — 
washing  out  the  tear  sac  and  then  treating  it,  dilating  the 
canaliculi,  passing  a  probe  into  the  nose  before  making  an 
operation.  I  do  not  believe,  however,  that  I  have  been  quite 
as  fortunate  as  some  of  you  in  treating  obstructions  in  this 
way,  for  after  my  patients  were  apparently  well  they  would 
occasionally  come  back  with  a  return  of  the  epiphora ;  and  in 
these  cases  I  simply  slit  the  upper  canaliculus,  pass  a  probe, 
and  in  a  little  while  the  patient  is  well.  I  have  very  positive 
ideas  in  regard  to  slitting  the  canaliculi,  and  it  is  surprising 
when  one  looks  up  this  subject  in  the  text-books  to  find  how 
different  authors  recommend  slitting,  sometimes  the  upper 
and  again  the  lower  canal.  Anyone  who  Operates  upon  the 
Lower  canaliculus  knows  bow  much  twisting  of  the  tissues  one 
has  to  make  in  order  to  gel  into  the  s;\r,  SO  I  do  not  think 
one  Is  ever  justified  in  operating  through  the  Lower  canaliculus 
unless  In-  cannot  tor  some  iz;oo<l  reason  utilize  the  upj  er. 

Dr.  .1.  F.  Reynolds,  Mt.  Sterling,  K\ . — I  do  not  feel 
thai  it  is  necessary  for  me  to  enter  into  further  discussion  of 
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this  subject.  The  able  discussion  of  the  papers  of  this  sym- 
posium to  which  I  have  listened,  by  such  eminent  teachers 
and  practitioners,  have  been  to  me  personally  a  source  of 
great  satisfaction,  besides  they  have  brought  out  a  number 
of  points  of  very  valuable  information,  which  will  be  benefi- 
cial to  me  in  the  future. 


NERVE  RESECTION,  AS  APPLIED  TO  THE  SUPRA- 
ORBITAL AND  NASO-LACRYMAL  BRANCHES 
OF  THE  FIFTH  PAIR.* 

By  J.  O.  STILLSON,  M.D., 

INDIANAPOLIS,  IND. 

THE  surgical  procedure  indicated  by  the  above  title  seems 
to  have  passed  out  of  the  minds  of  the  operators  of  the 
present  day  and  to  have  been  relegated  to  the  dump-heap  of 
technical  science,  so  to  speak,  and  to  have  been  replaced  by 
improved  modern  methods  which  have  had  a  tendency  to  draw 
the  attention  of  the  surgeon  away  from  the  orbit  and  the  eye, 
and  center  his  base  of  attack  on  the  nasal  vault  as  the  seat  of 
the  enemy's  stronghold  in  the  vast  majority  of  those  aggres- 
sive and  painful  reflex  neuroses  which  still  go  under  the  gen- 
eral appellation  of  orbital  and  supra-orbital  neuralgia.  We 
hear  much  and  see  a  great  deal  of  optico-ciliary  neurectomy, 
and  doubtless  in  many  cases  we  meet  with  some  very  good  re- 
sults from  this  operation.  The  more  difficult  and  vastly  more 
dangerous  operation  for  the  resection  of  the  superior  cervical 
sympathetic  has  become  a  popular  operation  for  the  radical 
cure  of  those  disorders  to  the  visual  apparatus,  having  for 
their  initial  cause  a  preponderance  of  intra-ocular  pressure, 
and  passive  congestion,  so  to  speak,  in  the  capillary  circula- 
tion, which  is  controlled  by  the  vasomotor  system  of  nerves 
in  and  about  the  uveal  tract  and  ciliary  body,  the  result  of 
which  we  see  in  the  expression  of  pain,  more  or  less  rapidly 
decreasing  visual  acuity,  and  tension  of  the  globe.  If  we,  in 
our  zeal,  sometimes  allow  fashion  to  influence  us,  we  may  be 
able  to  bring  our  minds  readily  to  the  adoption  of  an  opera- 
tion like  optico-ciliary  neurectomy,  where  the  arguments  pro 

*Read  at  the  meeting  of  the  Western  Ophthalmologic  and  Oto-Laryn- 
gologic  Association,  held  in  Cincinnati,  Ohio,  April  11-12,  1901. 
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and  con  are  not  so  unevenly  divided.  The  successful  sever- 
ance of  all  interconnection  between  both  globes,  so  far  as 
nerve  influence  goes,  would  afford  us  a  plausable  reason  why 
we  should  prefer  this  operation  to  complete  enucleation  as  a 
means  to  prevent  sympathetic  irritation  and  sympathetic  in- 
flammation, because  the  cosmetic  effect  is  so  infinitely  prefer- 
able to  that  of  enucleation  or  even  evisceration,  to  say  noth- 
ing of  the  permanent  life-time  burden  and  annoyance  and  ex- 
pense of  the  prothesis. 

Whether  it  be  from  prejudice  or  bias,  or  lack  of  popularity, 
or  for  the  reason  that  failures  have  attended  the  resection  of 
the  branches  of  the  fifth  in  the  orbit,  where  the  operation  has 
been  made  on  unsuitable  cases,  it  is  not  in  the  province  of  this 
paper  to  determine,  neither  is  it  the  purpose  of  the  writer  to 
champion  any  pet  procedure  of  his  own ;  but  simply  to  call 
attention  to  a  few  points  which  seem  to  indicate  that  the  re- 
section of  the  supra  and  infra-orbital,  and  the  ciliary  connec- 
tion between  the  fifth  and  the  globe  by  the  nasal  branch,  and 
the  branch  which  supplies  the  tear  gland,  may,  in  suitable 
cases  yield  us  results  which  justify  us  in  selecting  this  simple 
and  easy,  and  almost  harmless  procedure  under  certain  con- 
dition. 

Badal1  has  called  attention  to  the  operation  of  elongation, 
or  "arracliement"  (really  tearing  out)  of  the  branch  which 
he  calls  the  external  nasal,  for  the  treatment  of  certain  forms 
of  ciliary  "douleur,"  which  seem  to  have  their  origin  and 
point  of  depart  in  the  globe.  He  sets  aside  as  manifestly  in- 
consistent, first,  all  those  acute  and  some  chronic  forms  of 
complaint,  the  pathology  of  which  is  apparent,  such  as  the 
different  forms  of  iritis,  keratitis,  choroido-retinitis,  etc.,  and 
cites  three  groups  of  cases  etiologically  distinct,  which  seem 
to  him  to  offer  suitable  reasons  why  this  operation  should  be 
performed :  '  *  First,  those  painful  affections  which  are  purely 
and  simply  the  expression  of  a  neuralgia  of  the  trigeminal 
aerve,  not  accompanied  by  any  appreciable  pathological  com- 
plication in  the  irlobe.  Second,  those  which  result  from  cer- 
tain affections  traceable  to  the  tunics  of  the  eye,  in  particular 
the  ciliary  region  and  the  uveal  tract,  where  we  have  byper- 

'Badal.  Gaz.  Heb.  des  Sciences  Med.  de  Bordeaux,  3  et  17,  Dec.  1881. 
Annalee  d'Oculistique,  Tome  x< '.,  p.  8U,  etc. 
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semia  and  engorgement,  with  compression  on  the  filaments  of 
the  terminal  branches  of  the  nerves  not  distinctly  necrotic  or 
inflammatory  in  character,  yet  having  a  tendency  to  inhibit 
normal  physiologic  metabolism.  Third,  those  painful  phe- 
nomena which  may  be  recognized  as  having  an  origin  in  some 
way  connected  with  pressure  on  the  ciliary  nerves  in  the  globe 
where  the  departure  from  normal  intra-ocular  tension  is  easily 
made  out.  Occasionally  we  note  the  increased  depth  of 
the  anterior  chamber.  Later  there  may  occur  a  primitive  or 
secondary  glaucomatous  process  arising  as  a  factor  or  as  a 
sequel  to  the  above,  and  in  many  instances  which  of  the  two 
conditions  is  the  true  one  we  cannot  always  determine." 
"Everyone,"  continues  this  author,  "recognizes  the  vaso- 
motor, secretory,  and  trophic  functions  of  these  orbital  nerves 
in  question ;  every  one  knows  that  ciliary  forms  of  neuralgia 
are  almost  constantly  accompanied  by  a  hypersecretion  of  the 
lacrymal  gland,  by  a  hyperemia  of  the  ocular  mucosa,  by  an 
increased  flow  of  the  nasal  discharges  apart  from  the  tears, 
and  by  general  trophic  disturbances  throughout  the  ophthal- 
mic zone."2  Chauval  proposed  to  choose  the  external  nasal 
nerve  as  the  one  most  appropriate  upon  which  to  perform  the 
operation  of  resection  for  the  purpose  of  combatting  such 
neuralgias  as  were  accompanied  by  profuse  lacrymation,  pho- 
tophobia and  peri-orbital  pain.  He  claimed  that  this  branch 
in  question  not  only  was  most  to  blame,  but  that  because  of 
its  double  connection  with  the  tear  gland  upon  the  one  hand, 
and  the  ethmoidal  sinus  on  the  other,  its  "  arrachement " 
would  cut  off  the  source  of  nerve  supply  to  these  regions  and 
inhibit  algesia;  besides  it  was  an  operation  fairly  safe  and 
easy  to  perform,  and  conservative  in  nature,  and  would  always 
leave  the  surgeon  ample  time  to  undertake  any  of  the  more 
dangerous  operations  (iridectomy,  sclerotomy,  paracentesis, 
etc.)  later,  in  the  event  it  became  necessary.  Besides  it  is  an 
operation  the  anatomy  of  which  is  not  difficult  nor  complex. 
The  nasal  nerve,  after  having  given  off  the  ciliaries  direct  and 
the  sensitive  root  to  the  ophthalmic  ganglion,  divides  into  the 
internal  nasal  and  the  ethmoidal ;  this  is  the  supply  to  the 
anterior  nasal  and  ethmoidal  region,  while  the  external  is  the 
main  part  of  the  nerve  as  its  continuation  supplying  the  con- 
2Chauval.     Archives  General  de  Medecine,  Aug.  1881. 
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junctiva,  the  mucosa  of  the  nasal  sac  and  canal,  the  palpebral 
region,  etc.  The  manner  in  which  the  main  trunk  is  to  be 
found  near  its  bifurcation,  or  where  it  is  large  enough  to  serve 
the  purposes  indicated,  is  as  follows : 

* '  Place  the  index  finger  upon  the  globe  immediately  be- 
neath the  margin  of  the  orbit,  the  palmar  surface  in  front, 
and  the  extremity  of  the  finger  resting  against  the  angle  of 
the  nose.  The  point  of  emergence  of  the  nerve  will  be  found 
to  be  located  exactly  beneath  the  center  of  the  margin  of  the 
nail . ' '  — Ab  adie  . 3 

The  primary  incision  is  to  be  made  with  a  bistoury,  and 
the  dissection  finished  with  blunt  hooks  or  the  back  of  the 
knife;  usually  a  small  plexus  of  vessels  accompany  the  nerve, 
which  are  to  be  separated  and  the  nerve  is  to  be  drawn  slowly 
from  the  orbit,  tearing  it  away  at  as  great  a  depth  as  possible 
so  as  to  get  out  the  deeper  portion  and  sever  the  ethmoidal 
connection  as  well  as  the  connection  with  the  ganglion. 

The  supra-orbital  is  so  easily  found  that  one  need  not  to 
stop  to  describe  the  technic  of  this  operation.  Usually  the 
writer  has  simply  cut  down  on  the  supra-orbital  notch  and 
passed  a  strabismus  hook  under  the  orbital  aspect  and  readily 
found  the  nerve.  When  the  notch  was  in  the  form  of  a 
foramen,  he  has  cut  out  the  anterior  portion  of  the  notch 
with  bone  forceps  or  a  small  chisel,  and  liberated  the  nerve  so 
as  to  get  out  quite  a  quantity  from  the  corrugator,  backwards, 
and  having  seized  the  orbital  trunk  well  in  the  orbit  made 
steady  traction  until  the  nerve  stretched  considerably  before 
finally  breaking  deep  in  the  orbit;  in  this  way  about  two 
inches  in  length  can  be  successfully  removed.  The  small 
wound  is  dressed  antiseptically  and  closed  with  one  or  two 
small  sutures,  or  may  even  be  sealed  up  with  plaster.  At  the 
end  of  forty-eight  hours  the  union  is  complete  per  primam. 

In  one  case  operated  upon  a  few  months  ago  the  writer 
found  what  appeared  to  be  two  supra-orbital  notches,  and  two 
nerves  emerging  from  them,  in  the  same  subject  on  one  side, 
the  side  affected,  while  on  the  opposite  side  the  orbit  showed 
but  the  one  supra-orbital  notch.  Both  of  these  nerves  seemed 
extremely  tender  to  touch.     The  patient,  a  lady,  bad  had  se- 

'Abadie,  Arracheraent  du  Nerf  Nasal,  Annates  d'Oculistique,  Tome 
LXXXIX.,  p.  234. 
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vere  supra-orbital  neuralgia  for  many  months,  even  years. 
Both  these  trunks  were  attacked,  and  from  an  inch  and  a  half 
to  two  inches  of  the  nerve  trunk  withdrawn  from  each.  The 
part  excised  had  the  appearance  of  nodular  irregularities  and 
swellings  along  the  course  of  the  bundles,  and  from  this  ap- 
pearance I  concluded  that  there  had  been  in  these  nerves 
more  or  less  neuritis,  which  probably  gave  rise  to  the  pain. 

My  first  experience  with  resection  of  the  supra-orbital 
nerve  may  be  said  to  have  originated  in  an  accident.  Some- 
times mere  trifles  exercise  great  influences  in  determining  the 
outcome  of  a  case,  and  certainly  this  one  was  not  an  excep- 
tion to  that  rule.     It  occurred  ten  years  ago.     A  lady,  Mrs. 

M ,    in   somewhat  humble  circumstances,  rather  poorly 

nourished,  and  afflicted  with  one  of  those  perennial  ophthal- 
mias, had  applied  to  me  at  the  city  hospital  for  relief  every 
year  at  the  beginning  of  my  service  for  several  years.  Dur- 
ing the  three  months  she  was  under  my  care  I  found  that  she 
made  some  improvement,  when  she  would  pass  out  of  my 
care,  and  be  seen  no  more  until  the  next  season.  Sometimes 
in  the  intervals  she  would  come  to  the  office  with  her  relapses, 
and  they  were  all  of  the  same  character.  The  eyes  were 
always  fretful,  there  was  much  weeping,  photophobia,  pain. 
and  hyperemia.  The  old  chronic  granular  conjunctivitis  had 
run  its  course  for  ten  years.  There  was  some  contraction  of 
the  tarsi,  and  some  cicatricial  deposit  throughout  the  mucosa 
of  the  lids;  the  pannus  was  never  very  dense;  it  was  more  of 
the  thin  nebular  variety.  Astringents  usually  toned  up  the 
conjunctiva},  and  good  nourishment  and  indoor  life  as  a  rule 
benefitted  her,  and  with  proper  attention  to  her  bowels,  which 
were  constipated,  she  would  always  improve;  but  as  soon  as 
she  became  sufficiently  improved  to  leave  the  hospital  she 
would  relapse  and  for  the  remainder  of  the  year  spend  her 
time  between  the  different  outdoor  clinics,  never  cured  and 
always  suffering. 

At  the  time  mentioned  I  noticed  a  small  round  hard  eleva- 
tion of  the  size  of  a  pea,  right  above  the  supra-orbital  notch  of 
the  right  eye.  This  was  extremely  sensitive  to  touch.  At  first 
I  took  it  for  a  small  varix ;  but  upon  somewhat  closer  examina- 
tion, and  from  the  very  great  sensibility  on  touch,  I  came  to 
the  conclusion   that  it  was   a  bead-like    enlargement  of  the 
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nerve-trunk,  and  it  seemed  to  be  long  instead  of  round  and 
extend  into  the  canal.  I  advised  her  to  have  this  small  tumor 
removed,  not  really  thinking  that  it  had  much  to  do  with 
the  case,  but  as  soon  as  I  came  down  upon  the  nerve,  which 
it  proved  to  be,  I  determined  to  resect  as  much  of  the  nerve  as 
I  could,  and  consequently  took  out  nearly  two  inches  of  the 
nerve,  which  was  quite  irregular,  and  had  several  nodular  en- 
largements throughout  its  course.  The  case  made  an  un- 
eventful recovery,  healed  by  first  intention,  and  to  my  sur- 
prise the  pain  and  weeping  seemed  to  have  disappeared  by 
magic.  She  remained  in  the  hospital  some  weeks  after  the 
operation,  and  left  in  better  shape  than  at  any  other  previous 
epoch.  In  three  months  afterwards  she  came  to  my  office,  and 
I  scarcely  knew  her ;  her  eyes  seemed  to  have  entirely  recov- 
ered ;  the  corner  had  cleared  completely,  and  she  had  no  more 
pain  and  scarcely  any  tears.  The  correction  of  her  astigma- 
tism gave  her  good  vision,  and  she  has  remained  without  any 
further  treatment,  quite  comfortable,  for  now  ten  years. 
After  that  I  began  to  look  for  such  cases,  and  have  made 
a  number  of  such  operations  with  happy  results.  This  win- 
ter I  encountered  another  similar  case ;  one  where  I  had  rec- 
ommended the  operation  some  three  years  ago,  but  which 
was  refused.  The  case  had  passed  out  of  my  memory.  She 
introduced  herself  by  stating  that  she  had  come  for  the  pur- 
pose of  having  her  orbital  nerve  removed,  as  I  had  recom- 
mended. I  then  recalled  the  case.  Upon  examination  I 
found  this  nerve,  which  was  the  right  one,  excruciatingly  ten- 
der. The  upper  eyebrow  was  drawn  up  and  showed  violent 
contraction  (elevation)  of  the  corrugator  or  rather  the  fron- 
talis muscle.  The  side  of  the  face  participated  in  the  spasm. 
She  stated  that  she  had  had  frontal  headache  and  neuralgia 
for  five  years,  had  taken  all  kinds  of  medicines;  and  her  phy- 
sician, who  telephoned  me,  stated  that  the  case  was  a  nuisance 
to  him  and  bad  given  him  endless  trouble,  and  that  he  had 
sent  her  with  the  hopes  that  by  resecting  the  supra-orbital 
nerve  she  might  find  relief.  Accordingly  I  sent  her  to  the 
hospital  and  operated,  keeping  her  there  two  weeks.  The 
nerve  was  easily  found.  I  took  out  the  portion  above  I  lie 
notch  up  to  the  several  divisions  and  got  out  from  a  half  inch 
to  an  inch  of  three  short  branches  above  the  eye,  and  then 
ent  the  bony  canal  or  foramen  open  with  a  chisel,  made  some 
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stripping  backwards  into  the  orbit  till  about  two  inches  of  the 
trunk  was  exposed,  then  with  blunt  forceps  made  traction 
until  the  nerve  broke  off  rather  deep  in  the  socket.  The  case 
healed  nicely,  and  so  far  she  has  had  but  little  trouble.  She 
now  says  that  her  eyebrow  and  forehead  on  the  right  side  have 
a  sensation  of  cold,  feel  numb  and  chilly  all  the  time,  but  that 
she  has  had  no  more  neuralgia.  It  would  seem  that  in  her 
rase  also  that  a  good  result  had  followed  the  operation. 

DISCUSSIOX. 

Dr.  Adolf  Alt,  St.  Louis. — While  I  have  had  no  occa- 
sion to  make  a  similar  operation  for  neuralgia,  I  think  a 
case  in  which  the  good  primary  result  of  the  neurectomy  is 
maintained  for  ten  years  is  a  very  fortunate  one.  I  have  had 
occasion  to  make  neurectomy  of  the  supra-orbital  nerve,  as 
well  as  the  infra-orbital  one,  for  other  reasons,  and  I  have  al- 
ways found  that,  although  I  excised  pieces  of  from  1  to  iy2 
inches  in  length,  reunion  of  the  nerve  took  place  after  a 
shorter  or  longer  interval,  and  with  re-establishment  of  con- 
duction  the  former  symptoms  returned,  and  it  was  very  lucky 
if  they  did  not  assume  the  severity  which  had  brought  about 
the  operation.  In  one  case  of  blepharospasms  (see  American 
Journal  of  Ophthalmology,  Vol.  VI.,  p.  332)  I  excised  both 
the  supra-orbital  and  infra-orbital  nerve  on  both  sides,  and  yet 
the  symptoms  returned  after  a  while,  though  not  with  the 
former  severity. 

Dr.  Derrick  T.  Vail,  Cincinnati. — I  encountered  a  case 
recently  which  because  of  its  unusual  interest  I  would  like  to 
relate.  The  patient  had  been  suffering  great  pain  in  the  right 
supra-orbital  region  for  several  years.  The  attacks  were  in- 
termittent and  irregular.  During  the  attacks  the  man  suffered 
excruciating  pain.  There  was  slight  exophthalmos  of  the  right 
eye.  Photophobia,  lacrymation  and  ocular  congestion  were 
also  present.  He  belonged  to  the  German  type,  was  stocky 
in  build,  sanguine  in  temperament,  with  no  signs  of  neuras- 
thenia nor  hysteria.  I  do  not  think  there  is  any  doubt  about 
his  suffering  agonizing  pain.  At  the  periods  when  he  would 
have  these  attacks  of  pain  he  would  develop  a  suicidal  mania 
and  had  to  be  closely  watched,  as  it  was  feared  he  would  de- 
destroy  his  life.  Some  years  ago  Dr.  Holmes  had  opened  up 
his  right  sphenoidal  cavity  and  for  two  years  he  enjoyed  free- 
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dom  from  attacks  of  supra-orbital  neuralgia.  Recently, 
within  the  last  nine  months,  he  had  a  recurrence  of  the  most 
violent  character.  He  came  to  me  requesting  that  I  open  up 
his  sphenoidal  cavity  again.  I  examined  his  nose  carefully, 
but  failed  to  find  the  slightest  evidence  of  sinusitis.  The  mu- 
cous membrane  covering  the  turbinated  bones  was  somewhat 
boggy ;  but  that  was  all,  and  I  did  not  feel  justified  in  curet- 
ting, so  I  simply  temporized,  using  arsenic,  aconitine,  quinine, 
leeches  and  blisters,  hoping  to  relieve  the  patient  without  an 
operation.  He  went  from  bad  to  worse  and  finally  had  to 
have  hypodermic  injections  of  morphine  to  relieve  his  suffer- 
ing. Of  course  I  was  unwilling  to  continue  the  morphine 
treatment,  fearing  the  habit,  and  in  a  day  or  two  was  com- 
pelled to  say  that  the  only  thing  I  could  suggest  was  a  resec- 
tion of  the  supra-orbital  nerve.  He  readily  gave  his  consent 
to  this.  He  was  anaesthetized  and  an  incision  made  over  the 
exit  of  the  nerve  on  a  line  with  the  brow  and  the  edo-e  of  the 
orbit.  The  nerve  was  readily  found.  I  hooked  it  up  with  a 
tenotomy  hook  and  found  that  it  had  divided  into  some  four 
or  five  branches  before  reaching  the  foramen.  Being  anxious 
to  get  all  the  branches,  I  dissected  back  into  the  orbit  as  far 
as  I  thought  I  could  safely  go,  and  then  grasped  the  nerve,  as 
the  Doctor  has  described,  with  a  small  pair  of  hemostatic  for- 
ceps, pulling  steadily  on  it  with  slow  and  regular  turns.  I 
could  feel  the  nerve  stretching  more  and  more,  and  finally 
succeeded  in  tearing  it  out  of  the  orbit.  I  then  tore  out  the 
terminal  nerve  strands,  and  as  I  pulled  I  could  see  the  skin 
wrinkling  along  the  course  of  the  nerve  as  far  up  as  the  line 
of  the  hair  above  the  forehead.  The  relief  from  the  acute 
pain  was  instantaneous.  The  healing  was  by  first  intention 
and  occupied  but  Hve  days'  time.  That  was  about  nine 
months  ago.  Three  weeks  ago  he  came  back  to  me  and  said 
he  was  troubled  again  with  pain  which,  while  not  in  the  supra- 
orbital region,  seemed  to  be  in  the  back  part  of  the  eye  and  in 
the  temple.  The  area  around  the  brow  was  entirely  numb 
and  free  from  pain.  He  had  an  anxious  expression,  the  eye 
was  suffused  with  tears,  and  there  was  a  good  deal  of  photo- 
phobia. I  confess  I  did  not  know  what  to  do.  He  clamored 
for  ;i  nasal  operation,  but  upon  exaininat  ion  the  nose  appeared 
to  he  normal,  except  the  membrane  had  the  same  soil  of 
boggy    appearance    previously    mentioned.      I    cocainized   the 
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nose,  and  to  get  the  mucous  membrane  contracted  to  the  bone 
used  the  suprarenal  extract,  and  at  the  same  time  removed 
most  of  the  middle  turbinated  bones.  I  went  on  back  toward 
the  cavity  of  the  sphenoid  and  curetted  gently,  cleaning  it  out 
as  best  I  could.  He  came  back  daily  for  treatment.  On  the 
third  day  he  said  that  something  had  suddenly  burst  in  his 
nose.  I  made  an  examination  and  found  the  upper  straits  of 
the  nose  full  of  a  creamy  secretion  that  came  down  from  the 
nasal  attic.  He  expressed  great  relief  and  seemed  to  think  it 
unnecessary  after  that  to  come  for  treatment,  as  he  was  en- 
tirely relieved. 

This  then  was  either  a  case  of  hysteria,  true  neuritis,  or 
else  of  empyema  of  the  sphenoidal  cell.  I  am  rather  inclined 
to  think  it  was  a  case  of  sphenoiditis.  The  ophthalmoscopic 
examination  and  field  of  vision  were  normal,  but  through  these 
attacks  the  patient  complained  a  great  deal  of  obscured 
vision. 

Dr.  M.  F.  Coomes,  Louisville. — I  have  been  very  much 
interested  in  the  paper  just  presented,  and  when  I  get  home  I 
think  I  shall  try  this  operation  on  a  case.  The  case  is  an 
ideal  one  for  operation  —  a  young  lady,  26  years  of  age,  who 
has  suffered  similarly  to  the  case  described  by  the  Doctor.' 
When  she  gives  strict  attention  to  her  diet  she  is  better,  but 
with  inattention  to  this  matter  she  lapses  back  again.  At  the 
menstrual  times  she  seems  to  be  worse,  but  I  do  not  think  this 
cuts  much  figure.  I  want  to  thank  the  Doctor  for  reading  the 
paper,  as  it  deals  with  a  subject  which  we  do  not  find  in  books, 
and  I  hope  he  will  keep  us  posted  in  the  future  as  to  his  re- 
sults in  these  cases. 

Dr.  J.  O.  Stillson,  Indianapolis. — As  I  stated  in  my 
paper,  I  felt  that  I  must  be  cautious  in  presenting  a  paper  of 
this  kind  before  this  learned  body.  I  knew  I  was  treading  on 
dangerous  ground  in  offering  a  paper  on  the  resection  of  the 
supra-orbital  nerve,  because  we  all  know  of  the  old  operation 
which  was  done  away  back  years  ago  and  left  abandoned 
alongside  of  the  operations  for  resection  of  Meckel's  ganglion 
for  tic  douloureux.  I  watched  this  one  case  for  ten  years  be- 
fore I  felt  justified  in  saying  anything  about  it,  and  then  hav- 
ing run  on  to  these  other  cases  which  I  treated,  I  concluded  I 
would  write  this  paper  and  present  the  cases  for  what  they 
were  worth. 
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G.  Anderson  Critchett,  M.A.,  F.R.C.S.E.,  President, 
in  the  Chair. 

Blindness  Resulting  from  Sodium  Salicylate. 

Mr.  Simeon  Snell  related  the  following  case :  The  pa- 
tient, a  girl,  suffered  from  acute  articular  rheumatism,  for 
which  sodium  salicylate  was  prescribed.  She  awoke  from 
sleep  at  7  :30  a.m.  and  said  that  everything  was  dark  in  front 
of  her.  At  the  medical  attendant's  visit  between  11  and 
12  he  found  her  unable  to  distinguish  between  light  and  dark- 
ness. The  next  day  Mr.  Snell  saw  her  and  found  her  per- 
fectly blind.  The  ophthalmoscope  disclosed  nothing  abnor- 
mal in  either  fundus.  The  following  day  he  again  saw  her, 
when  she  was  succumbing  to  pericarditis  with  endocarditis. 
Again  nothing  abnormal  in  either  fundus  was  detected. 
There  was  no  return  of  vision,  and  she  died  that  same  even- 
ing. It  was  calculated  that  the  total  quantity  of  sodium 
salicylate  taken  must  have  been  140  grains,  if  not  160  grains, 
in  sixty  hours. 

Mr.  Snell  said  he  thought  that  there  could  be  very  little 
question  that  the  sodium  salicylate  was  the  cause  of  blindness 
in  this  instance.  The  number  of  similar  cases  recorded  was 
very  limited. 

Sarcoma  of  Conjunctiva. 

Mr.  J.  B.  Lawford  reported  further  notes  of  a  case  of 
sarcoma  of  the  conjunctiva.  The  patient  was  a  woman  whose 
conjunctiva  showed  marked  and  increasing  pigmentation  when 
she  was  shown  to  the  Society  on  June  11th,  1896.  In  July, 
1896,  two  pinkish  nodules  appeared.  In  August,  1896,  the 
cornea  became  hazy  and  the  conjunctiva  raised.  In  October, 
1M6,  the  eyeball  and  conjunctiva  were  removed,  and  were 
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examined  by  Mr.  Devereux  Marshall,  who  reported  the  growth 
to  be  a  pigmented  sarcoma.  The  pinkish  nodules  consisted  of 
connective  tissue,  cells,  and  blood  vessels.  There  was  no 
growth  whatever  within  the  eyeball.  In  May,  1897,  the  pa- 
tient had  a  serious  illness  with  brain  symptoms,  and  it  was 
thought  an  intracranial  growth  was  present.  However,  she 
got  better.  In  October,  1897,  some  new  growth  was  seen  in 
the  orbit,  and  the  general  health  was  not  good.  In  October, 
1897,  the  growth  was  removed  and  was  examined,  and  found 
to  be  a  sarcoma.  In  August,  1898,  another  recurrence  was 
seen.  On  September  1st,  1898,  the  growth  was  removed 
and  examined  by  Dr.  Jenner,  and  found  to  be  a  sarcoma. 
In  April,  1899,  another  pigmented  spot  was  seen,  and  in  the 
following  September  another  had  appeared  in  the  upper  lid. 
On  September  14th,  1899,  the  whole  contents  of  the  orbit 
were  removed.  On  March  20th,  1900,  the  patient  was  very 
ill,  and  died  on  April  28th,  1900,  but  no  necropsy  was  ob- 
tained. Mr.  Lawford  unfortunately  did  not  hear  of  her 
death  until  some  weeks  later,  and  owing  to  the  patient's  very 
irregular  attendance,  and  also  to  her  refusing  to  have  a  radi- 
cal operation  in  the  early  stage  of  the  disease,  her  chances  of 
cure  were  much  diminished. 

Conjunctival  Bridges  and  Pouches:  Union  of 
Ketrotarsal  Folds. 

Major  H.  Herbert,  I.M.S.  (Bombay),  described  a  con- 
dition found  in  nine  upper  lids  of  seven  patients  of  all  ages. 
One  or  more  retrotarsal  folds  had  contracted  permanent  adhe- 
sions with  the  tarsal  conjunctiva,  evidently  while  displaced 
downwards  through  swelling  in  some  previous  inflammatory 
attack.  The  adhesions  were  sometimes  multiple  along  the 
summit  of  the  one  fold;  in  other  cases  smaller  adhesions  of 
underlying  foJds  were  found  beneath  the  principal  ones.  The 
folds  had  retracted,  except  when  held  by  the  adhesions,  thus 
leaving  the  permanently  displaced  portions  as  broad  or  nar- 
row bands,  or  bridges  of  conjunctiva  connecting  tarsus  and 
fornix,  and  freely  admitting  the  passage  of  a  probe  beneath 
them.  There  was  no  history  of  injury  in  any  case,  but  in  the 
majority  there  was,  or  had  been,  trachoma.  Two  cases  were 
also  mentioned  in  which  small  bridges  of  union  had  formed 
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between  folds  in  the  lower  fornix.  In  another  patient  re- 
covering from  acute  conjunctivitis  (membranous  or  pseudo- 
membranous) the  actual  formation  of  these  adhesions  was 
seen.  The  union  was  primarily  by  means  of  fibrinous  exuda- 
tion, which  apparently  became  organized.  Finally  another 
upper  lid  was  mentioned  in  which  a  broad  fold  came  down 
over  the  tarsus,  and  had  adhesions  not  only  at  its  summit, 
but  also  over  the  greater  part  of  its  surface,  leaving  only  a 
shallow  pouch  or  pocket  under  each  curved  lateral  margin. 

Mr.  Bishop  Harman  stated  that  he  had  seen  a  similar  con- 
dition in  a  patient  in  South  Africa. 

Sympathetic  Irido-Cyclitis. 

Mr.  Sydney  Stephenson  communicated  notes  of  a  case  of 
mild  sympathetic  irido-cyclitis  in  a  child  fifty-four  days  after 
removal  of  an  injured  eye.  The  interval  between  the  original 
injury  and  the  enucleation  of  the  eye  was  twenty  days.  The 
injured  eye  was  affected  with  sero-plastic  cyclitis,  but  micro- 
organisms could  not  be  recognized.  The  patient  when  seen 
sixteen  and  a  half  months  after  the  accident  had  made  a 
complete  recovery. 

Mr.  Devereux  Marshall  asked  Mr.  Stephenson  if  this 
was  a  record  case.  He  himself  had  seen  a  mild  case  develop 
between  two  and  three  weeks  after  an  eye  had  been  removed 
for  injury,  but  he  had  never  seen  a  case  develop  so  long  as 
fifty-four  days  after  enucleation. 

Mr.  Stephenson  said  that  he  was  not  certain  what  was  the 
longest  interval  observed,  but  he  did  not  think  that  his  case 
was  a  record. 

Card  Specimens. 

The  following  card  specimens  were  shown:  Mr.  C.  Wray : 
Gumma  of  the  Orbit,  which  occurred  forty  years  after  pri- 
mary syphilitic  infection. — Mr.  W.  C.  Rockliffe :  Cystic 
Growth  of  the  Retina  (probably  Carcinoma)  Secondary  to  a 
Primary  Scirrhus  of  the  Breast.  There  was  evidence  of  both 
eve-  being  affected. — Mr.  Marcus  Gunn :  Exceptional  Ap- 
pearanoe  of  a  Choroidal  Lesion,  probably  Tuberculous. — Mr. 
[nglie  Taylor:  Peculiar  Form  of  Vitreous  Opacity. — Mr. 
Bishop  Harman:   Hole  in  Macula. 
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By  W.  A.  SHOEMAKER,  M.D. 

ST.  LOUIS,  MO. 

ON  THE  OPERATIVE  TREATMENT  OF  CORNEAL 
ASTIGMATISM. 

A.  Brewer  (Lancet,  June  1)  reports  good  results  from 
cauterization  in  corneal  astigmatism.  He  operated  only  on 
cases  in  which  there  was  a  reasonable  chance  that  the  patient 
could  do  without  glasses.  The  operation  was  confined  to 
cases  of  mixed  astigmatism  and  compound  hyperopic  astig- 
matism; the  best  results  were  obtained  in  the  latter  cases. 
An  over-effect  should  always  be  produced.  According  to  the 
author,  the  amount  which  is  corrected  seems  to  be  less  in 
adults  than  in  children.  He  employs  the  ordinary  platinum 
wire,  brought  to  a  red  heat,  producing  a  >niall  punctate  burn 
in  the  limbus,  penetrating  about  one-half  the  thickness  of  the 
cornea.  A  more  superficial  burn  gives  only  a  temporary 
result. 

STRABISMUS  AND  ITS  TREATMENT. 

At  the  fifty-second  meeting  of  the  American  Medical  As- 
sociation, held  in  St.  Paul,  Minn.,  strabismus  and  its  treat- 
ment was  discussed  in  the  following  order: 

Measures  Other  Than  Operative. — By  Dr.  Edward  .Jack- 
son, Denver,  Col.  The  author  states  that  the  operative  treat- 
ment of  strabismus  is  less  applicable  than  non-operative 
measures.  In  order  to  bring  about  a  perfect  cure,  some 
non-operative  treatment  is  requisite.  The  objects  in  new 
are:  1.  To  bring:  about  normal  innervation  of  the  muscles 
concerned  in  the  movements  of  the  eyeball,  by  removing  ab- 
normal requirements.  2.  To  keep  the  eyes  as  far  as  is  pos- 
sible upon  the  best  plane  of  visual  acuity,  and  to  equalize  the 
efforts  that  are  required  of  them.  3.  To  eradicate  abnormal 
ways  of  using  the  eyes,  especially  when  one  eye  is  used,  to 
the  practical  non-use  of  its  fellow.  4.  To  develop  normal 
binocular  vision.  In  the  majority  of  cases,  treatment  should 
be  instituted  as  soon  as  the  strabismus  is  first  noticed.  The 
establishment  and  perfection  of  binocular  vision  is  the  aim  of 
the  non-operative  treatment,  and,  from  a  practical  point  of 
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view,  the  correction  of  refractive  errors,  stands  pre-eminent 
in  the  treatment  of  strabismus.  The  occlusion  bandage,  con- 
stantly and  correctly  applied  in  young  children,  is  of  value. 
Intelligently  performed  skiascopy  is  essential.  Mydriatics 
are  of  no  use  unless  they  absolutely  paralyze  accommodation. 
Of  the  apparatus  employed  for  the  development  of  binocu- 
lar vision  (the  primary  object  being  to  induce  the  patient  to 
see  with  both  eyes  at  once),  Jackson  prefers  the  fusion  tubes 
of  Priestly  Smith,  and  especially  in  the  form  shown  by  him 
before  the  Section.  Next  to  these  he  prefers  the  reflecting 
stereoscope  as  modified  by  Worth.  Ordinary  stereoscope 
lenses  are  so  decentered  that  they  practically  act  like  prisms 
with  bases  out. 

Operative  Measures. — Dr.  C.  F.  Clark  of  Columbus,  Ohio, 
the  author  of  this  paper,  calls  attention  to,  and  discusses  the 
variety  of  opinions  that  exist  among  ophthalmologists:  1. 
As  to  the  degree  of  deviation  and  the  character  of  the  cases 
which  they  consider  proper  subjects  for  operation.  2.  As  to 
the  age  at  which  an  operation  should  be  performed.  3.  As 
to  the  choice  between  tenotomy  and  advancement.  4.  As  to 
the  amount  of  deviation  that  may  be  safely  corrected  by 
tenotomy.  5.  As  to  whether  the  operation  should  be  con- 
fined to  the  eye  which  most  constantly  deviates  or  its  effect 
distributed  between  the  two  eyes  so  as  to  preserve  ocular  bal- 
ance. 6.  As  to  full  correction  of  the  error  in  the  first  opera- 
tion or  delaying  a  portion  of  the  operative  procedure  until  the 
effect  of  the  first  division  may  be  properly  established.  7. 
As  to  the  practicability  of  partial  or  graduated  tentomy  or 
advancement.  8.  As  to  the  value  of  orthoptic  exercise  be- 
fore and  after  operation.  9.  As  to  the  value  of  tests  made 
with  prisms  and  otherwise  during  the  progress  of  an  opera- 
tion. 10.  As  to  the  importance  of  the  subconjunctival  method 
of  Snellen  and  of  suturing  the  conjunctival  wound.  11.  As 
to  the  necessity  of  bandaging  one  or  both  eyes  after  an  oper- 
ation for  tenotomy  or  advancement.  12.  As  to  the  relative 
importance  of  operations  upon  the  superior  and  inferior  recti 
muscles  in  cases  of  hyperphoria  and  hypertropia  associated 
with  lateral  deviations;  and  13.  As  to  the  most  approved 
form  of  operation  for  tenotomy  and  advancement.  The 
author  predicts  that  within  a  few  years  many  of  those  who 
have  heretofore  depended  mainly  upon  tenotomy  for  the  cor- 
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rection  of  strabismus  will  find  themselves  adopting  the  more 
tedious  but  far  more  conservative  operation  of  advancement, 
almost  as  a  routine  practice.  The  peculiar  insertion  of  the 
superior  and  inferior  recti  muscles  should  be  taken  into  con- 
sideration. Whether  tenotomy  or  advancement  are  adopted. 
the  operative  effect  must  be  so  distributed  among  the  various 
ocular  muscles  as  to  preserve  the  control  of  the  eyes  in  all  or- 
dinary movements.  The  well-marked  heteronymous  diplopia, 
with  the  images  widely  separated,  which  not  infrequently  re- 
sults after  carefully  performed  operations  for  convergent 
strabismus  and  dependent  upon  the  presence  of  what  is  some- 
times called  a  false  macula,  should  not  disconcert  the  surgeon; 
as  it  rarely  causes  serious  disturbance,  although  it  increases 
the  difficulty  in  determining  the  result  obtained  from  the  op- 
eration. The  author  is  convinced  that  in  the  operative  cor- 
rection of  squint,  advancement  or  resection  combined  with  a 
very  limited  tenotomy  ought,  as  a  rule,  be  performed  in  place 
of  a  simple  tenotomy. 

Its  Treatment. — Dr.  A.  E.  Davis,  of  New  York  City,  read 
this  paper  by  invitation.  After  considering  the  different  tests 
for  strabismus  he  states  that  it  is  desirable  that  a  uniform  or 
standard  set  of  tests  be  adopted  for  accurately  measuring 
strabismus.  He  makes  a  plea  for  a  better  understanding,  not 
only  of  the  physiological  action  of  the  ocular  muscles,  but  of 
physiology  in  general,  by  those  treating  cases  of  strabismus. 
He  believes  that  in  most  cases  of  convergent  squint  the  am- 
blyopia is  acquired  and  functional,  and  only  in  rare  instances 
is  it  congenital.  As  soon  as  the  strabismus  is  observed  the 
non-operative  treatment  is  capable  of  doing  considerable 
good.  By  means  of  this  manner  of  treatment,  if  insti- 
tuted in  time,  forced  fixation  and  suppression  of  the  image  in 
the  squinting  eye  are  prevented,  fusion  of  the  images  assisted, 
and  true  binocular  single  vision  frequently  preserved.  About 
30  per  cent,  of  all  cases  of  strabismus  may  be  cured  simply 
by  the  non-operative  treatment.  As  soon  as  non-operative 
measures  cease  to  bring  improvement  operation  should  be  un- 
dertaken ;  but  if  operation  is  delayed  after  this  it  becomes  not 
only  useless  but  harmful,  increasing  the  amblyopia,  because 
the  habit  of  suppressing  the  image  in  the  squinting  eye  per- 
sists. He  believes  that  after  operation  the  stereoscope,  occlu- 
sion bandage,  bar-reading,  glasses,  etc.,  are  verv  useful.     He 
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recommends  Panas'  method  of  operating  for  strabismus  as 
safe,  quick  and  efficient;  but  it  should  never  be  performed 
while  the  patient's  eyes  are  being  influenced  by  a  mydriatic. 

The  Cosmetic  and  Visual  Results. — Dr.  J.  M.  Ray  of 
Louisville,  Ky.,  the  author  of  this  paper,  believes  that  glasses 
should  be  adjusted  to  the  eyes  of  children  affected  with 
strabismus  as  early  as  possible,  depending  upon  the  power  of 
the  parent  to  control  the  child.  The  glasses  should  always 
be  worn  for  a  long  enough  time  to  ascertain  their  effect  upon 
convergence  before  an  operation  is  undertaken.  Dr.  Ray 
considers  the  use  of  the  exclusion  pad  and  orthoptic  exercises 
as  advisable  steps,  principally  for  preserving  the  power  of 
simultaneous  action  of  the  muscles  when  the  child  arrives  at 
the  proper  age  for  operation.  Parallelism  of  the  visual  lines 
does  not  mean  single  binocular  vision,  and  the  latter  is  not 
present  in  more  than  7  per  cent,  of  cases  of  strabismus. 
Cosmetic  results  can  be  produced  and  preserved  when  the 
power  of  fusion  is  absent,  both  in  monocular  squint  attended 
by  considerable  amblyopia  as  well  as  alternating  squint.  In 
the  latter  variety,  if  the  hypermetropia  is  high,  the  chances 
for  the  production  of  parallelism  are  better  than  when  the 
hypermetropia  is  low.  The  amount  of  abduction  present  in 
the  corresponding  externus  influences  the  effect  of  a  tenotomy 
to  a  considerable  degree.  Two  tenotomies  on  the  same  inter- 
ims is  to  be  considered  as  bad  surgery  on  account  of  the  re- 
sulting sinking  of  the  caruncle  and  the  divergence  which  later 
ensues.  From  a  cosmetic  point  of  view  the  operative  correc- 
tion of  strabismus  is  not  as  simple  as  supposed,  especially 
when  one  considers  the  noticeable  exophthalmos  and  the  both 
inward  and  outward  limitations  of  the  ocular  excursions  which 
sometimes  follow.  A  study  of  100  cases  during  the  past  four 
years  showed  that  binocular  vision  was  rarely  produced. 
Glasses  should  always  be  tried,  but  stereoscopic  exercises  are 
of  little  value. 

TREATMENT  OF  HETEROPHOEIA. 

At  the  fifty-second  meeting  of  the  American  Medical  Asso- 
ciation,  held  at  St.  Paul,  Minn..  Geo.  M.  Gould  read  a  paper 
on  the  nonsurgical  treatment  of  heterophoria,  and  (».  C. 
Savage  one  on  its  surgical  treatment.  Dr.  Gould  concludes, 
from  experience  in  bis  private  practice,  thai  there  is  no  surgi- 
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cal  treatment,  properly  speaking,  of  heterophoria.  For  six 
years  he  has  observed  no  case  of  heterophoria  requiring  op- 
eration, and  that  he  has  obtained  satisfactory  results  when  the 
cases  were  treated  with  common  sense  instead  of  with  the 
scissors.  He  believes  that  in  heterophoria  accurate  refrac- 
tion, temporary  but  partial  prismatic  neutralization,  supple- 
mented by  ocular  gymnastics  and  the  observance  of  ophthal- 
mic hygiene  constitute  the  proper  treatment.  He  strongly 
advocates  the  non-surgical  treatment  of  exophoria,  as  the  fol- 
lowing remarks  will  indicate  :  "If  words  are  not  minced,  then 
tendon-cutting  in  exophoria  is  positive  malpractice."  M  Sur- 
gery is  the  despair  of  medicine,  and  we  should  never  adopt 
surgical  methods  while  there  is  a  glimmer  of  hope  by  natural 
means  in  the  direction  indicated  by  the  subtle  and  adherent 
strivings  for  normality."  The  other  ocular  insufficiencies 
were  also  discussed. 

Dr.  Savage  believes  that  no  operation  should  be  done  in 
cases  of  heterophoria  intrinsic  in  character  when  gymnastic 
exercises,  even  if  required  for  a  long  time,  would  give  relief. 
The  two  objects  in  view  in  operating  on  eye  muscles  arc  the 
alteration  of  the  muscular  tension  and  the  change  of  plane  of 
action.  The  existence  of  a  cyclophoria  should  be  first  ex- 
cluded. In  no  variety  of  heterophoria  should  a  complete 
tenotomy  ever  be  performed.  He  describes  the  various  oper- 
ations for  sthenic  and  asthenic  forms  of  heterophoria,  with 
their  various  complications. 

EXAMINATION  OF  MUSCULAR  INSUFFICIENCY. 

Alexander  Duane  (N.  Y.  Medical  Journal,  May  25) 
gives  the  routine  which  he  has  adopted  in  examining  the  eye 
muscles.  He  says:  "After  making  a  cursory  inspection  of 
the  patient  to  detect  the  presence  of  any  obvious  anomaly,  I 
direct  his  attention  to  a  cardboard  sheet,  a  foot  or  more 
square,  hanging  on  the  opposite  wall  of  the  room.  In  the 
centre  of  this  sheet  is  a  round  black  spot,  one  inch  in  diame- 
ter. I  cover  the  left  eye  with  a  screen,  and,  first  making  sure 
that  he  is  fixing  the  spot  with  his  right  eye,  I  pass  the  screen 
quickly  from  the  left  eye  to  the  right.  In  so  doing  I  watch 
for  any  deviation  taking  place  in  either  eye,  and  the  same 
time  ask  the  patient  if  he  notices  any  movement  of  the  spot. 
I  then  place  prisms,  appropriately  directed — i.  e.,  base  in  for 
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an  outward  deviation,  base  out  for  an  inward  deviation,  base 
up  or  down  for  a  vertical  deviation  before  the  eyes,  gradually 
increasing  their  strength  until  there  is  no  longer  any  deflection 
behind  the  screen.  This  neutralizing  prism  will  indicate  the 
amount  and  character  of  the  deviation  as  measured  by  the 
screen  test.  The  same  prism  may  also  abolish  the  apparent 
movement  of  the  spot,  perceived  by  the  patient.  If  not,  I 
change  the  prism  until  this  movement  is  absolutely  nil,  and 
thus  measure  the  amount  and  character  of  the  deviation  by 
the  parallax  test. 

' '  If  there  is  any  noticeable  deflection  behind  the  screen  I 
then  apply  the  screen  test  in  a  second  way  or  by  binocular 
uncovering.  This  well-known  procedure  consists  in  covering 
the  left  eye  and  then  uncovering  both  eyes  and  noticing  the 
movement  that  takes  place.  If,  on  thus  uncovering  the  left 
eye,  the  right  eye  remains  steady  and  the  left  moves  into  po- 
sition, I  know  that  the  patient  has  binocular  fixation,  and  that 
the  deflection  was  a  heterophoria  and  not  a  squint.  If,  how- 
ever, the  right  eye  should  move  out  of  its  position  and  the 
left  eye  should  move  into  place,  I  know  that  there  is  a  squint 
and  that  the  left  is  the  fixing  eye.  If  neither  eye  moves,  I 
know  that  there  is  a  squint  and  that  the  right  is  the  fixing  eye. 
By  repeating  this  experiment  with  each  eye  alternately  I  can 
tell  whether  there  is  an  habitual  binocular  fixation,  an  alter- 
nating fixation,  or  a  uniocular  squint.  The  diagnosis  between 
the  three  may  be  conveniently  formulated  as  follows : 

1.  il  If  in  binocular  uncovering  but  one  eye  moves,  we  have 
heterophoria  and  not  squint. 

2.  "If  both  eyes  move,  or,  in  spite  of  there  being  an 
evident  deviation,  both  eyes  remain  steady,  there  is  a  squint .. 

3.  "  In  the  latter  case,  if,  when  the  left  eye  is  uncovered, 
the  eyes  behave  in  the  same  way  as  they  do  when  the  right  eye 
is  uncovered  (  both  alike  moving  or  both  alike  remaining  steady, 
no  mat  lei  which  eye  is  uncovered),  the  squint  is  alternating. 

4.  "  If,  when  one  eye  (for  instance,  the  right)  is  uncov- 
ered, both  eyes  move,  and  when  the  other  eye  (in  this  ease 
the  l<H  |  is  uncovered,  both  eyes  remain  steady,  tin'  squint  is 
uniocular  (confined  in  this  case  to  the  left  eye  ). 

••  I   next  employ  the  Mnddox  rod  in  the  usual  way,  testing 

firsl  for  vertical  and  next  for  lateral  deviations.     For  this,  of 
course,  I    use  ;i    lighl    as   a   tesl    object.     Next  I  employ  the 
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phorometer  (Stevens'  model),  and  again  first  for  vertical  and 
then  for  lateral  deviations.  With  the  phorometer  and  Mad- 
dox  tests  I  find,  like  other  experimenters,  that  I  get  more 
accurate  results  if,  as  the  patient  is  looking  through  the  ap- 
paratus, I  cover  one  eye  for  a  few  moments,  then  suddenly 
withdraw  the  cover  and  make  the  test  before  the  patient  has 
had  a  chance  to  fuse  or  separate  the  double  images. 

"  The  phorometer  being  still  in  position,  I  now  use  it  in 
testing  at  near  points,  the  test  object  in  this  case  being  a  fine 
dot  on  a  rather  large  card.  Any  object  with  lines  in  it  I  re- 
gard as  vitiating  the  accuracy  of  the  test.  Using  the  same 
test  object,  I  then  make  the  near  test  with  the  screen  and 
parallax  just  as  for  distance.  I  next  ascertain  the  conver- 
gence near-point,  using  any  fine  object  and  bringing  it  up 
close  to  the  eyes  until  the  patient  can  no  longer  converge 
upon  it,  and  then  measuring  or  estimating  the  distance  of  the 
object  from  the  root  of  the  nose. 

"  Then  I  determine  the  prism-divergence  (abduction)  and 
the  prism-convergence  (adduction)  in  the  usual  way  with 
prisms,  held  respectively  base  in  and  base  out.  In  testing  the 
prism-convergence  it  is  a  good  plan  to  notice  whether  the  ac- 
commodation is  called  into  play  as  the  patient  converges. 
This  can  be  ascertained  if  we  use  the  ordinary  trial  card  as  a 
test  object  and  observe  how  much  the  patient's  vision  is 
blurred  by  the  progressive  addition  of  prisms  base  out. 

"  Lastly,  I  determine  the  field  of  binocular  single  vision. 
This  I  do  as  follows:  I  place  a  red  glass  before  the  patient's 
right  eye,  and,  standing  at  a  distance  of  four  feet,  carry  a 
candle  so  as  to  make  it  skirt  successively  all  the  outlying  parts 
of  the  field  of  fixation.  That  is,  I  carry  it  first  to  the  extreme 
right,  then  rather  quickly  back  again  to  the  middle  line  and 
on  to  the  extreme  left,  then  up  (i,  e.,  to  the  up-and-left  po- 
sition), then  back  to  the  middle  line  (straight-up  position) 
and  on  to  the  right  (up-and-right  position),  then  down  to  the 
horizontal  plane,  and  then  below  it,  so  as  to  skirt  the  lower 
field  in  the  same  way  as  the  upper.  In  doing  this,  I  note 
whether  the  patient  gets  diplopia  in  any  part  of  the  field,  how 
great  the  diplopia  is,  and  what  direction  it  tends  to  increase; 
and  at  the  same  time  I  watch  to  see  whether  the  excursions  of 
the  eyes  appear  normal  in  all  directions,  or  whether  either 
eye  lags  behind  in  its  motions  anywhere." 
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IT  is  not  strange,  the  functions  being — as  they  are  in  hys- 
teria^— dominated  and  modified  by  ideas,  that  the  eye 
should  share  in  the  disturbances  produced.  Writers  on  the 
subject  of  hysteria  are,  at  the  present  time,  quite  universally 
agreed  that  the  disturbances  are  psychic  in  character,  begin- 
ning in  the  higher  cortical  centers,  the  function  of  the  lower 
centers  of  the  brain,  spinal  cord,  and  of  the  sympathetic 
nervous  system  becoming  secondarily  involved. 

The  age,  according  to  Gowers,  at  which  hysteria  manifests 
itself  is,  in  fifty  per  cent,  of  the  cases,  between  the  years  of 
ten  and  twenty.  It  is  not  strange  therefore  that  its  affection 
of  the  special  sense,  sight,  is  of  such  frequent  occurrence  in 
early  life;  and  this  is  further  accounted  for  by  the  fact  that 
when  sight  is  disturbed  it  is  frequently  one  of  the  early  man- 
festations  of  the  hysterical  affection. 

*R<;;hI  at  the  meeting  of  the  Western  Ophthalmologic  and  Oto-Larvn- 
gologic  Association,  held  in  Cincinnati,  Ohio,  April  11-12,  1901. 
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Among  the  disturbances  noted  are  those  of  (a)  sight,  (b) 
sensation,  (c)  motion,  (d)  secretion,  and  (e)  peculiar  asso- 
ciated sensations  {audition  coloree). 

(a)  Concerning  sight  disturbance  we  observe  that  amauro- 
sis rarely  attains  to  total  blindness,  it  being  usually  unilateral 
and  accompanied  by  amblyopia,  more  or  less  marked  in  de- 
gree, of  the  fellow  eye.  This  is  explained  by  the  theory  of 
its  being  a  "  crossed  amblyopia,"  the  affection  involving  the 
center  of  vision,  higher  than  that  for  the  half  field  vision,  in 
which  the  entire  field  of  the  eye  opposite  the  hemisphere  is 
fully  represented  and  that  of  the  same  side  partially.  This 
center  is  located  in  the  lower  and  posterior  part  of  the  pari- 
etal lobe,  the  supra-marginal  and  angular  convolutions.  Of  it 
Ferrier  says :  i '  Unilateral  destruction  of  the  cortex  of  the 
angular  gyrus  (in  the  monkey)  causes  temporary  abolition  or 
impairment  of  sight  in  the  opposite  eye,  not  of  hemiopic 
character."  Starr  cites  the  fact  of  many  lesions  of  the  an- 
gular gyrus,  not  involving  vision;  thirteen  such  cases  recorded 
by  Ferrier  and  twenty -two  by  Exner.  The  few  cases  observed 
do  not  as  yet  clear  up  the  question  completely. 

If  we  may  assume  a  primary  inhibition  of  the  activity  of 
the  higher  centers  in  the  angular  gyrus,  the  "  crossed  am- 
blyopia" thus  produced  explains  the  affection  of  vision  most 
frequently  observed  in  hysteria  and  leaves  a  derangement  of 
the  pupillary  reflex,  etc.,  to  a  secondary  inhibition  of  other 
centers. 

Priestly  Smith  maintains  that  the  condition  is  due  to  ret- 
inal involvement,  but  fails  to  account  satisfactorily  for  the  fre- 
quent retention  of  the  pupillary  reflex. 

Max  Knies  advances  the  thought  that  a  compression  of  the 
optic  nerve  is  brought  about  by  a  vaso-motor  relaxation  in  the 
vascular  supply  of  the  tissues  at  the  optic  foramen,  thus  more 
or  less  impairing  its  conductivity. 

Gowers  acknowledges  that  there  may  be  pathological  sus- 
ceptibilities common  in  hysteria  to  both  the  center  and  the 
retina,  but  believes  the  theory  of  cortical  inhibition  best  ex- 
plains the  phenomena.  He  calls  attention  to  the  obscurity 
produced  by  referring  the  changes  to  the  vaso-motor  system, 
as  this  explains  the  condition  only  by  making  it  dependent 
upon  derangement  of  the  sympathetic  system. 
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Amblyopia  is  frequently  bilateral,  often  affecting  one  eye 
to  a  more  marked  degree  than  its  fellow.  The  visual  field  is 
concentrically  contracted,  the  color  fields,  beside  the  contrac- 
tion, often  showing  transposition  or  even  a  total  color-blind- 
ness. 

"  Transfert,"  the  transferring  of  the  affection  from  one 
side  to  the  other  by  suggestion,  using  therefor  a  magnet  or 
any  object  supposed  to  possess  intrinsic  power,  may  be  dem- 
onstrated. The  examination  at  short  intervals  shows  marked 
changes  in  visual  acuity  and  the  fields  of  vision.  Even  a  few 
minutes  may  be  sufficient  time  to  demonstrate  either  marked 
contraction  or  expansion  of  the  field.  The  suggestion  that  a 
plane  glass  will  greatly  improve  vision  is  often  acted  upon  im- 
mediately. Paresthesia  usually  confined  to  one  side,  and  that 
of  the  more  affected  eye,  are  frequently  demonstrable. 

When,  as  frequently  occurs,  a  suspicion  of  simulation  is 
aroused  by  the  patient's  response  in  answer  to  confusion  tests, 
these  other  symptoms  of  hysteria  are  of  importance  from  a 
diagnostic  standpoint.  In  traumatic  hysteria,  where  a  legal 
controversy  for  damages  frequently  exists,  the  difficulty  is  en- 
hanced, but  it  is  often  present  when  absolutely  no  cause  for 
simulation  can  be  found.  Max  Knies  calls  attention  to  the 
value  of  "other  undoubted  hysterical  symptoms"  in  such 
cases. 

Prince  cites  a  case  of  apparent  simulation  where  a  case  of 
monocular  amblyopia,  relieved  by  resuming  binocular  vision, 
incapacitated  an  applicant  for  a  position  requiring  normal 
vision.  In  summing  up  his  paper  he  speaks  of  the  "  startling 
results"  obtained  by  confusion  tests  for  simulation,  and  says 
4-  conclusions  drawn  from  such  tests  are  liable  to  lead  to 
grave  error." 

Asthenopia  (Kopiopia  hysterica,  Forster)  ist  hat  type  of 
case  characterized  by  extreme  tiring  of  the  eyes  with  exag- 
geration of  painful  symptoms.  Muscular,  refractive,  and  all 
discoverable  peripheral  irritations  being  sought  out  and  re- 
lieved, still  these  patients  frequently  continue  to  find  cause  for 
complaint  in  such  symptoms  as  radiating  eye  pain  or  headache 
with  an  exhaustion  of  the  retina,  evidenced  by  blurring  vision, 
following  >light  use  of  the  eye.  Central  vision  is  likely  to  be 
found  normal,  but  the  concentric  contraction  of  the  visual  field 
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and  color  defects  are  generally  present.  After  using  the  eyes 
vision  will  be  found  lowered. 

Monocular  diplopia  is  unsatisfactorily  explained  by  irreg- 
ular ciliary  contraction.  I  have  carefully  examined  two  cases 
under  the  influence  of  a  mydriatic  (atropia)  and  been  unable 
to  detect  any  physical  cause  to  account  for  the  phenomenon ; 
the  retinoscope  showed  no  peculiarity  in  the  shadow  what- 
ever, and  yet  its  image  appeared  double  in  the  eye  under  ex- 
amination and  the  correcting  lens  did  not  relieve  the  duplica- 
tion. I  confess  an  inability  to  account  for  the  condition  ex- 
cept to  refer  it  to  an  anomalous  translation  of  the  stimulus  in 
the  disordered  higher  centers. 

Hemianopsia  purely  functional  in  character  is  of  rare  oc- 
currence. Hallucinations,  astigmatism  and  scotomata  are 
reported. 

These  disorders  of  sight  are  of  sudden  inception,  last  in- 
definite periods,  and  generally  disappear  entirely,  often  sud- 
denly. The  fundus  shows  no  change  from  the  normal.  The 
functional  loss  may  become  permanent,  but  in  what  way  the 
change  in  structure  is  brought  about  is  unknown.  A  ques- 
tion as  to  the  accuracy  of  the  diagnosis  naturally  arises  in 
such  a  case,  but  typically  functional  cases  have  been  known 
to  be  followed  by  a  permanent  loss.      (Gowers). 

(b)  Disorders  of  sensation  include  paresthesia  of  all  de- 
grees. Anaesthesia  or  hyperesthesia  of  the  cornea,  con- 
junctiva, and  integument  of  the  lids  and  temple  may  be  pres- 
ent singly  or  in  a  group.  The  anaesthetic  cornea,  when  irri- 
tated, may  cause  reflex  injection  of  the  anterior  ciliary  and 
conjunctival  vessels  and  increased  secretion  of  the  tears ;  it  is 
not  involved  in  neuro-paralytic  keratitis. 

In  hyperesthesia  the  vision  may  be  increased,  but  photo- 
phobia may  be  present  and  vision  reduced.  Hyperesthesia 
of  the  ciliary  body,  i.  e.,  ''ciliary  pains  without  findings," 
has  already  been  mentioned  under  the  heading  asthenopia. 

(c)  Disorders  of  motion  include  both  paralysis  and  spasm. 
Of  paralysis  of  the  extrinsic  muscles  mentioned  in  literature, 
I  find  only  abducens  paralysis  and  ptosis.  Mobius  is  quoted 
as  denying  hysterical  paralysis  of  eye  muscles,  and  saying 
that  all  such  cases  are  traumatic.  Others  advance  the  thought 
that  a  spasm  of  the  opposing  muscle  more  likely  produces  the 
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condition,  i.  e.,  apparent  abducens  paresis,  by  a  spasm  of  the 
internal  rectus.  Spasmodic  conditions  more  frequently  pre- 
vail. Hysterical  blepliorospasm  is  most  often  bilateral.  It 
appears  suddenly  and  is. as  suddenly  relieved,  the  attack  last- 
ing from  hours  to  even  months ;  pressure  points  often  exist, 
i.  e.,  points  usually  in  the  territory  supplied  by  the  trigemi- 
nus, upon  which  pressure  at  once  relieves  the  blepliorospasm. 
When  the  lids  are  simply  held  quietly  closed  the  resemblance 
to  ptosis  is  marked,  but  is  diagnosed  by  the  presence  of  re- 
sistance to  effort  at  lifting  the  lid,  the  lowering  of  the  eye- 
brow and  the  vertical  furrows  produced  by  the  orbicularis  con- 
traction. 

Both  paresis  and  paralysis  affect  the  intrinsic  muscles. 
Charcot  describes  a  "  contracture  "  of  the  ciliary  muscle  in 
which  the  remote  and  near  point  become  fixed  at  a  certain 
distance  from  the  eyes.  This*  is  distinguished  from  paresis 
by  the  absence  of  any  range  of  accommodation,  as  will  be 
found  in  the  latter. 

The  dilator  and  sphincter  iridis  are  affected,  as  evidenced 
by  the  pupil  and  its  reactions.  I  have  seen  in  a  highly  emo- 
tional female  a  marked  mydriasis  in  one  eye  only  in  conjunc- 
tion with  a  typical  functional  aphonia.  After  the  latter  was 
relieved  the  mydriasis  recurred  at  intervals  with  no  subjective 
disturbance  observable.  No  medicinal  or  auto-toxic  explana- 
tion was  possible. 

(d)  Of  the  disorders  of  secretion  epiphora  without  a  cause 
is  of  comparatively  common  occurrence.  Chromhidrosis  of 
the  lids  is  quite  as  rare. 

(e)  Of  perversion  of  associated  sensations,  both  audition 
colore'e  and  "sounding  vision"  have  been  observed.  As  in 
affections  of  sight,  these  varied  disturbances  are  usually  found 
in  connection  with  other  hysterical  symptoms,  but  may  be  the 
only  symptoms  present.  Their  diagnosis  from  beginning 
organic  disease  is  not  always  easy  or  possible  at  first  examina- 
tion, but  their  anomalous  course  and  distribution  usually  fur- 
nish unmistakable  signs  of  their  functional  character.  The 
prognosis  is  dependent  upon  the  patient's  age,  antecedents, 
physical  condition,  the  degree  of  hysteria  manifested  and  its 
duration,  and  the  presence  of  discoverable  peripheral  irri- 
tation. 
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A  rational  treatment  takes  into  consideration  all  these 
facts ;  from  the  standpoint  of  the  ophthalmologist,  treatment 
must,  in  a  certain  degree,  be  governed  by  the  eye  findings, 
but  in  no  case  of  a  child  affected  with  hysteria  should  he  con- 
sider his  duty  done  until  he  has  advised  with  the  parents  and 
the  family  physician  concerning  the  condition  and  its  manage- 
ment. It  is  the  early  treatment  or  management  of  these  little 
patients  that  means  much  as  to  whether  they  are  to  become 
self-reliant,  useful  individuals  or  unhappy  neurotics.  Their 
trouble  should  not  be  minimized  by  classing  it  as  imaginary ; 
yet,  on  the  other  hand,  the  error  must  not  be  made  of  making 
them  a  cause  for  sympathy  and  commiseration. 

I  believe  that  as  a  rule  hysteria  as  a  word  in  diagnosis 
should  not  be  used  in  speaking  of  such  cases  to  either  the  pa- 
tients themselves  or  the  parents;  it  carries  with  it  to  the  lay 
mind  a  suggestion  of  "  much  ado  about  nothing,"  of  a  simu- 
lation and  deceitfulness.  An  explanation  of  the  condition  as 
"  neurasthenic  "  or  "  reflex  "  is  much  better  received. 

In  the  treatment  of  hysterical  amblyopia  in  children,  hyp- 
notism has  been  tried  and  recommended.  I  have  not  tried  it. 
It  is  my  rule  to  inspire  them  with  a  "  good  faith  and  strong 
imagination." 

Suggestive  therapeutics  has  been  and  will  probably  remain 
one  of  the  great  powers  for  good  in  these  cases.  An  author- 
itative, positive  opinion  of  good  to  surely  follow  a  line  of 
treatment  means  much  to  these  patients.  And  the  more  the 
suggestion  can  be  conveyed  in  the  rules  regulating  their  habits 
of  work,  study,  and  play,  the  better.  Placebos,  such  as  plane 
spectacles,  should  be  avoided  if  possible.  A  placebo  remedy 
may  be  necessary.  It  has  been  my  experience  to  find  in  all 
cases  of  ocular  hysteria  a  refractive  error  warranting  correc- 
tion. This  should  be  corrected.  A  muscular  defect,  proven 
to  be  not  functional,  should  be  remedied  if  of  sufficient  de- 
gree by  an  appropiate  operation.  Faradism  is,  of  course,  to 
be  tried  in  persistent  affections,  and  is  often  very  beneficial. 

Case  I. — Amblyopia  left,  recurring  in  right  eye  two  weeks 
later,  with  central  scotoma  for  red  and  green,  concentrically 
contracted  fields  and  confusion  in  naming  reel  and  screen. 

A.  B.,  age  19.  A  well-developed,  healthy  looking  girl, 
of  quiet  appearance  but  nervous  manner  of  speech.     Novem- 
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ber  19,  1900,  complains  that  about  two  weeks  ago  she  ob- 
served the  vision  of  the  left  eye  to  have  almost  disappeared 
during  the  night ;  since  then  has  been  having  headache  and 
eye-strain.  O.D.V.  6/6.  O.S.V.  6/9.  Pupillary  reflexes  re- 
spond promptly  ;   fundi  normal  in  appearance. 

November  22,  1900,  having  used  atropia  one  per  cent,  so- 
lution as  cyclopegic : 

O.D.V.  y  9  +  0.25  C  +  0.25  axis  95.  %. 

O.S.V.   6/12+  0.50  C  +  0.50  axis  90.  6/fi. 

This  finding  was  confirmed  by  retinoscopy  and  a  correc- 
tion prescribed  for  constant  wear.  The  day  after  obtaining 
the  correction  the  vision  in  the  right  eye  was  lost  also  over 
night,  O.D.V.  Fingers  at  three  feet.  O.S.V.  6/6.  Fundus 
shows  no  change. 

Examination  reveals  the  presence  of  exquisitely  sensitive 
hypereesthesic  areas  over  the  right  mammary,  scapular  and 
hypochondriac  regions.  She  states  that  in  walking  or  riding, 
exposed  to  the  wind,  induces  frequently  an  attack  of  "  hives  " 
of  the  extremities — occasionally  over  the  entire  body.  Globus 
and  flatulence  have  been  present,  though  not  constantly,  dur- 
ing the  past  three  weeks. 

Three  years  ago  she  suffered  from  "  gastritis,"  lasting 
six  weeks,  followed  by  paralysis  of  both  motion  and  sensation, 
lasting  a  similar  length  of  time.  One  year  ago  suffered  an 
attack  of  paralysis  of  motion  only.  The  mother  states  that 
during  both  these  attacks  of  paralysis  the  patient  was  unable 
to  swallow  solid  food,  feed  herself  or  move  in  bed.  Vision  is 
said  to  have  been  lowered  with  each  attack.  A  stomachic 
(acid  hydrochloric  in  ess.  pepsin)  was  given  with  instruc- 
tions concerning  diet,  exercise  and  use  of  the  eyes,  and  a  pos- 
itive assurance  of  recovery  of  the  eyesight.  Two  days  later 
the  visual  fields  (Fig.  1)  show  white  concentrically  con- 
tracted ;  red,  green  and  blue  are  transposed  in  the  right,  with 
a  central  scotoma  for  both  red  and  green  about  10°  in  diame- 
ter. As  the  red  and  green  colors  approached  to  within  about 
10  or  L5  degrees  of  the  point  of  their  proper  recognition, 
they  were  confused,  calling  red  green  and  vice  versa. 

In  the  left  eye  the  color  fields  are  very  irregularly  con- 
tracted. 

At  tl.is  time  O.D.V.  V7.5.    o.s.v.  %'. 
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With  such  profound  hysterical  manifestations,  one  natur- 
ally expects  relapses,  but  up  to  March  20  none  had  occurred, 
O.D.Y.  being  6/6;  O.S.V.  6/5.  She  was  fearing  she  would 
again  suffer  a  loss  of  vision. 

Case  II. — Amblyopia  binocular;  reduced  by  use  of  a 
mydriatic  and  relieved  by  suggestion  that  the  correcting  lens 
would  restore  normal  vision. 

M.  G.,  school  boy,  aged  10.  Is  bright,  well  nourished, 
slightly  undersized,  but  very  nervous  in  manner  and  speech. 
States  that  his  vision  for  both  distant  and  near  Avork  is  very 


L.  E. 
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Into*       ,'» 
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Visual  fields  Case  I.,  showing  concentric  contraction  in  fields  for  white,  irregular 

contraction  and  transposition  in  fields  for  color  and  central  scotoma. 

poor,  so  much  so  that  for  the  past  few  days  he  has  been  un- 
able to  read  his  lessons  at  school. 

O.D.V.  1/45;  O.S.V.  1/^;  pupillary  reactions  normal; 
fundus  oculi  normal.  No  improvement  in  vision  could  be  ob- 
tained with  an}7  lens.  After  using  a  two  per  cent,  solution  of 
homatropin  and  cocain,  O.D.V.  6/45,  -f  0.50  sph.  giving  6/5. 
O.S.V..6/15,  + 0.50  sph.  6/5> 

Atropia  sulph.  one  per  cent,  solution  was  prescribed,  and 
after  repeated  tests  revealed : 

O.D.V.  6/15,  +  1.00  sph.  6/io. 

O.S.V.  6/15,  +  1.25  sph.  C  +  0.25  cyl.  axis  80  %. 

A  reduction  in  the  sphere  of  -f-  0.50  D.  was  made  for  con- 
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utant  wear,  and  lie  was  positively  informed  his  vision  would 
be  restored  perfectly.  Two  weeks  later  he  reported  with  re- 
lief of  the  amblyopia  O.D.V.  %;  O.S.V.  %,  The  visual 
field  (Fig.  2)  shows  concentric  contraction,  with  a  transposi- 
tion of  red  and  green. 

January  19,  1901,  returned  with  O.D.V.  6/5;   O.S.V.  fi/15. 
The  lowered  vision  in  the  left  eye  was  not  relieved  by  his  cor- 
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FIG.  2. 
Visual   fields  of  Case  II.,  showing  concentric  contraction  and   transposition  of  red 

and  green. 

rcction  as  worn  daily,  but  was  by  the  same  correction  in  trial 
frame.  I  learned  that  he  was  reading  two  or  three  hours  each 
evening,  which  I  asked  him  to  limit  to  one  hour  regularly. 
The  visual  fields  were  again  taken  and  again  showed  contrac- 
tion  and  transposition  in  the  color  fields.  He  returned  in  two 
weeks  with  normal  vision  in  each  eye. 

Case  III. — Binocular  amblyopia  with  monocular  diplopia 
CD;     Visual  field  contracted  and  color  fields  transposed. 

October  12,  1900,  C.  T.,  school  boy,  aged  10.  Is  quiet, 
slow  of  speech  and  very  well  developed.  States  that  for  past 
four  weeks  vision  has  been  very  low  in  right  eye  with  slight 
frontal  headaches.  Right  eye  more  recently  affected  and  at 
the  present  time  he  cannot  see  to  read  his  work,  either  near 
or  distant,  at  school.  He  complains  also  of  a  diplopia, 
which  persists  on  closing  the  left  eye,  but  disappears  on  clos- 
ing the  right  eve. 
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The  visual  fields  (Fig.  3)  are  concentrically  contracted 
and  show  a  transposition  of  red  and  blue,  very  irregularly 
outlined  in  the  left  eye. 

A  very  careful  physical  examination  and  urinalysis  was 
made  by  the  family  physician,  Dr.  W.  F.  Stokes,  who  re- 
ported negative  findings,  aside  from  the  eye  disturbance. 

Atropia  one  per  cent,  solution  was  prescribed  as  cyclo- 
pegic  and  repeated  tests  made  covering  a  period  of  ten  days, 
the  final  test  showing : 
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FIG.  3. 
Visual  fields  of  Case  III.,  showing  concentric  contraction  and  transposition  of  red 

and  blue. 

This  correction  was  demonstrated  by  the  retinoscope  at 
the  first  test  under  the  cyclopegic,  but  the  improvement  in 
vision  was  gradual,  each  succeeding  test  showing  improved 
vision.  No  explanation  was  afforded  for  the  monocular  di- 
plopia by  any  finding  in  the  refractive  media  or  fundus. 

A  correction  was  prescribed.  Four  weeks  later  he  re- 
turned with  O.D.V.  6/6;  O.S.V.  6/6.  The  diplopia  has  been 
relieved.  He  is  attending  school  at  the  present  time  and  has 
had  no  relapse  of  his  eye  trouble. 

Case  IV. — Hysterical  asthenopia,  "ciliary  pains  without 
findings"  with  emotional  hysterical  attacks. 
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B.  C,  aged  21,  a  dressmaker  by  occupation,  September 
14,  1899,  complains  of  headache,  both  frontal  and  occipital 
in  character.  Is  unmarried,  well  nourished  and  extremely 
nervous.  The  headaches  are  radiating  in  character  and  not 
accompanied  by  any  general  disturbance ;  lids  dry  and  burn- 
ing sensation. 

O.D.V.  ry5  manifest  +  0.50  cyl.  axis  80  %. 

O.S.V.  6/12       «         +  1.00    "     m      90%. 

Under  atropia  O.D.V.  6/i5,  +  0.75  sph.  -f   0.63  cyl.  axis 

80  Vs. 

O.S.V.  6/3o,  +  0.50  sph.  +  1.00  cyl.  axis  97.  5-6/5. 

No  muscular  imbalance  of  any  kind  was  demonstrable ; 
with  the  correction  given  vision  of  6/5  was  obtainable,  but 
after  a  period  of  about  six  weeks  the  patient  returned  time 
and  again  complaining  of  the  radiating  pain..  The  refraction 
was  again  carefully  reviewed  and  finding  confirmed.  A 
weaker  cylinder  and  both  stronger  and  weaker  spherical  cor- 
rections were  tried,  but  all  expedients  were  fruitless.  I 
learned  from  the  family  physician,  from  whom  I  had  the  case, 
that  he  had  been  called  to  see  her  in  repeated  hysterical  at- 
tacks, emotional  in  character,  and  that  there  were  no  evidences 
of  organic  disease  of  any  kind  to  be  found.  Fourteen  months 
after  first  seeing  her  the  exaggerated  headache  was  still  pres- 
ent and  all  attempts  negative  in  eliciting  any  cause  therefor. 

The  next  oculist  she  consulted  may  have  made  a  "mar- 
velous cure  ' '  by  having  gained  that  personal  control  or  grasp 
of  the  patient's  condition  to  allow  of  a  firm  suggestion  being 
made  and  received ;  but  it  is  my  experience,  where  hysteria  is 
well  developed,  patients  are  not  so  amenable  to  a  suggestive 
measure  of  relief — such,  for  instance,  as  a  correction  for  their 
peripheral  irritation  produced  by  the  refractive  error.  It  is 
true  that  the  irritative  symptoms  produced  by  the  refractive 
error  are  relieved,  but  so  fixed  have  become  the  exaggerated 
symptoms  thai  they  remain  after  the  removal  of  the  primary 
cause. 

Case  V.  —  Hysterical  "contracture"  (paresis?)  of  the 
ciliary  muscle  without  amblyopia,  with  hysterogenetic  spots, 
painful  joints  and  transposition  in  the  color  fields. 

March  25,  1899.  II.  F.,  school  girl,- aged  10;  well  nour- 
ished and  normal  development.     Complains  of  inability  to  see 
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distinctly  at  near  point  during  past  three  weeks.  Pupillary 
reflex  normal ;  slight  photophobia  ;  lamp  light  has  a  branched 
or  blurred  appearance.  For  past  three  months  has  com- 
plained of  blurring  vision,  for  short  periods  only,  with  head- 
aches gradually  increasing  in  frequency. 

Fundus  pculi  of  normal  appearance.  No  ciliary  injection ; 
no  history  of  any  sore  throat  or  illness  of  any  kind  during 
past  year. 

O.D.V.  ry7.5  =  0.50  sph.  6/6. 

o.s.v.  %. 


R.  E. 


Fig.  4. 
Visual  fields  of  Case  V.,  showing  transposition  of  red  and  green  in  R.  eye. 

By  placing  before  each  eye  a  2.50  D.  sph.  the  patient  is 
enabled  to  read  easily  small  type  at  near  point.  Without 
them  only  very  large  type  can  be  read. 

Areas  of  hyperesthesia  are  demonstrable  on  the  right 
side,  involving  the  mammary,  scapular  and  hypochondriac  re- 
gion, also  the  right  knee  and  ankle;  the  latter  are  quite  as 
sensitive  to  light  as  firm  pressure  and  not  swollen  or  discol- 
ored. Temperature  normal.  The  visual  field  (Fig.  4)  shows 
concentric  contraction,  with  complete  contraction  of  red  and 
green.  Unfortunately  the  field  for  the  left  eye  has  been  mis- 
placed and  cannot  be  reproduced.  Hypermetropia  was  shown 
by  the  ophthalmoscope,  and  atropine  was  prescribed,  after 
three  days'  use  of  which,  examination  shows: 
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O.D.V.  +  1.75  sph.C+  0.25  cyl.  axis  180  a/~0. 

o.s.v.  +  2.00  sph.  ry5. 

The  retinoscope  revealed  the  astigmatism  at  180  in  right 
eye. 

Two  weeks  later  reported  reading  both  near  and  distant 
type  with  the  correction  given.  I  am  nnable  to  learn  if  there 
has  been  a  return  of  the  trouble,  as  the  family  has  moved  and 
I  cannot  learn  their  present  address.  My  record  does  not 
show  the  exact  range  of  accommodation  with  the  +2.50 
sphere  before  use  of  the  atropia,  and  I  am  therefore  unable 
to  eliminate  the  possibility  of  the  case  having  been   one  of 
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Fig.  5.  '  • 

Visual  fields  Case  VI ;  high  degree  of  concentric  contraction  and  partial  transposition 

in  color  fields. 


paresis  of  the  ciliary  muscle,  but  owing  to  the  hyperme- 
tropia  revealed  by  the  cyclopegic,  which  was  not  discovered 
in  the  manifest  reading,  I  am  inclined  to  view  the  case  as  one 
of  '*  contracture." 

Case  VI. — Hysterical  amblyopia,  with  recurring  monocu- 
lar diplopia  and  markedly  contracted  visual  fields. 

May  9,  1898.  L.  L.,  female,  aged  14.  A  refractive 
error  \v;is  corrected.  O.D.V.  ,;/,5.  O.S.V.  fi/i2.  Coricction 
under  atropia,  giving  O.I),  and  O.S.V.  ,;/<,.  There  was  pres- 
ent a  strabismus  divergens,  for  which  operative  relief  was  re- 
fused.     Six  months  later  returned  with  a  binocular  amblyopia 
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not  relieved  by  her  correction.  In  the  summer  of  1899  the 
amblyopia  was  still  present,  with  but  short  periods  of  relief. 
The  O.D.Y.  was  reduced  to  y60;  O.S.V.  3/6o-  She  complains 
of  much  asthenopia  on  attempts  at  using  the  eye  for  close 
work.  The  monocular  diplopia  of  the  right  eye  present  lasted 
about  six  weeks.  The  visual  fields  (Fig.  5)  are  markedly 
contracted.  It  will  be  observed  that  the  fields  for  color  over- 
lap in  many  places.  After  finishing  the  examination  a  second 
field  (Fig.  6)  of  the  left  eye  was  taken,  which  shows  in- 
creased restriction,  indicating  the  retinal  exhaustion  so  fre- 
quently present  in  these  cases. 


Visual  fields  of  L.  E.,  Case  VI.,  shows  the  contraction  following  use  of  the  eye,  being 
taken  %  hour  after  field  shown  in  Fig.  5. 

During  the  summer  of  1900  the  patient  consented  to  a 
tenotomy  for  the  relief  of  the  divergence.  Both  external 
recti  muscles  were  tenotomized  and  parallelism  obtained. 
Shortly  after  this  diplopia  appeared,  which,  on  examina- 
tion, was  shown  to  be  again  monocular,  this  time  involv- 
ing the  left  eye.  The  false  image,  slightly  hazy,  was  always 
symmetrically  placed  to  the  left  and  slightly  above  the  true. 
Under  a  mydriatic  no  cause  for  the  diplopia  was  discovered. 
During  1900  the  amblyopia  was  accompanied  by  a  photopho- 
bia, rendering  ophthalmoscopy  almost  impossible  at  times. 
The  fundus  has  shown  at  no  time  any  active  changes ;  a  small 
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atrophic,  pigmented,  choroidal  spot  was  observed  in  the  nasal 
side  of  the  right  fundus,  which  has  remained  unchanged  dur- 
ing the  two  and  a  half  years  she  has  been  under  observation. 
A  variety  of  convulsive  seizures,  answering  a  description  of 
hysteria,  have  been  present  for  about  three  years;  typical 
globus  and  gastric  distress  have  frequently  been  present. 

April  4,  1901,  I  last  saw  the  patient.  No  photophobia 
was  present ;  the  eye  grounds  remain  as  at  previous  examina- 
tion; O.D.V.  and  O.S.V.  r,/45  with  the  correction;  by  placing 
indifferent  lenses,  such  as  plane,  0.12  -f  and  — ,  in  succession 
before  the  eye,  suggesting  improvement  with  each,  a  vision  of 
CD.  and  O.S.  6/9  was  obtained.  I  had  hoped  by  the  sug- 
gestive influence  of  the  operative  procedure  to  permanently 
relieve  the  amblyopia,  but  the  relief  obtained  was  only  tem- 
porary. The  home  rule  of  this  patient  is  bad.  She  is  exceed- 
ingly willful  and  the  mother  says  she  is  unable  to  control  her 
in  any  way.  A  change  of  home  surroundings  would,  I  think, 
prove  beneficial. 

Case  VII. — Hysterical  asthenopia;  concentric  contrac- 
tion, transposition  in  color  field  and  a  scotoma  in  field  for 
white  only;  partial  ptosis. 

H.  H.,  34,  female,  unmarried,  in  good  general  health. 
Complains  of  headache,  frontal  and  occipital  in  type,  aggra- 
vated by  close  work  or  reading.  Has  a  partial  ptosis,  over- 
come at  times  by  great  effort.  Occasionally  complains  of  ex- 
treme blurring  of  distant  vision.  During  the  past  year  has 
lost  a  near  relative  and  an  unusual  grief  has  been  exhibited. 
Emotional  hysterical  attacks  reported  by  the  family  physician. 
Pupillary  reflexes  are  normal;  slight  photophobia  present. 
Ophthalmoscope  reveals  normal  eye  grounds.  O.D.V.  8/§, 
reads  very  hesitatingly;  after  testing  a  few  minutes,  cannot 
read  better  than  B/7.5.  O.D.V.  6/9.  Similar  blurring  on  use 
of  the  eye,  vision  then  being  6/12.  No  improvement  with  the 
lens.  The  ophthalmometer  shows  O.D.  1,  axis  ISO.  O.S. 
y4,  axis  'M).  Visual  field  taken  with  following  results  (Fig. 
7):  O.I)  field  for  white,  slight  contraction;  blue,  red  and 
green  contracted  and  transposed.  O.S.  contraction  with 
scotoma  for  white  in  the  temporal  field  outside  the  field  for 
color.  Color  transposed  and  irregularly  contracted.  Under 
mydriatic  (homatropin  and  cocain  used  both  December  28 
and  2!) )  examination  shows : 
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O.D.V.  6/  7.5,  +  0.25  sph.  C  +  0-25  cyl.  axis    10  76. 

O.S.V.  fi/18,    +  0.50  sph.  O  +  LOO  cyl.  axis  165  %. 

At  the  end  of  one  week  returned  with  much  improvement. 
The  headaches  were  decidedly  benefitted;  the  visual  fields- 
were  not  so  restricted,  the  scotoma  had  disappeared.  At  the 
present  time  I  learn  that  the  improvement  continues.  I  re- 
port this  case  as  a  contrast  to  the  continuance  of  the  exagger- 
ation symptoms  shown  in  case  number  four.  In  other  par- 
ticulars they  were  very  similar. 

In  conclusion,  I  wish  to  call  attention  to  the 
facts : 


following 


L.  E. 


It.  E. 


"Rj-l     -> 
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Fig.  7. 

Visual  fields  Case  VII.,  concentric  contraction,  transposition  for  colors  and  a  scotoma 

for  white  in  L.  E.  only. 

In  six  of  the  cases  the  visual  fields  show  contraction  with 
transposition  in  the  color  fields.  In  one  only  is  shown  a  cen- 
tral scotoma  for  red  and  green  confined  to  but  one  eye.  In 
one  case  a  scotoma  for  white  only. 

The  ages  of  the  patients  range  from  ten  to  thirty-four 
years;   but  two  are  males. 

The  cases  comprise  two  of  asthenopia,  one  of  contracture 
of  the  ciliary  muscle,  and  four  of  amblyopia;  of  these  latter 
two  were  attended  with  monocular  diplopia.  In  one  only 
were  other  symptoms  of  hysteria  absent. 

In  two  cases  improvement  has  been  only  temporary ;   one 
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final  result  unknown ;    four  under  observation,  relieved  from 
the  active  manifestations. 

Errors  in  the  refractive  index  were  present  in  all  the  cases. 
That  this  had  any  determining  influence  in  localizing  the  affec- 
tion in  the  eve  I  am  not  certain,  but  believe  such  is  frequently 
the  case,  the  irritation  incident  to  the  eye  strain  being  suffi- 
cient to  act  as  the  exciting  cause. 
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DISCUSSION. 

Dr.  S.  C.  Ayres,  Cincinnati,  O. — I  have  had  quite  a  num- 
ber of  these  cases.  The  Doctor  spoke  in  his  paper  about  the 
sudden  disappearance  of  the  amblyopia.  I  remember  two 
cases  of  this  kind  occurring  in  two  young  ladies.  In  one  of 
them  before  making  the  ordinary  tests  I  found  one  eye  very 
amblyopic  and  the  other  normal.  I  used  a  mydriatic  and  to 
my  surprise  found  both  eyes  normal.  In  the  other  young 
lady  there  was  a  history  of  amblyopia  from  childhood,  and  to 
my  great  surprise  in  this  case  this  condition  disappeared  un- 
der the  influence  of  a  mydriatic.  I  have  found  these  disturb- 
ances occurring  in  young  ladies  with  some  menstrual  trouble 
or  who  were  under  some  mental  excitement.  I  recall  a  lady 
whom  I  examined  for  some  error  of  refraction,  myopic  astig- 
matism. In  a  few  days  after  I  had  fitted  her  with  glasses  she 
told  me  she  could  not  wear  them  at  all.  She  came  to  the 
office  and  with  the  test  glasses  I  found  her  central  vision  per- 
fect, but  her  field  of  vision  concentrically  contracted  to  about 
10  dcg.  She  had  some  uterine  trouble,  was  operated  upon 
for  it  and  the  difficulty  disappeared.  I  recall  another  case  in 
a  young  lady  whom  I  treated  for  some  corneal  trouble.  She 
had  keratitis  and  got  well.     It  was  a  prolonged  ease,  but  she 
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went  homo  after  a  while,  coming  back  later  on,  stating  that 
her  trouble  had  returned.  I  examined  her  and  there  was  not 
a  sign  of  trouble  on  the  cornea.  Her  grandfather  (who  was 
a  physician)  was  with  her,  and  I  explained  the  situation  to 
him.  She  had  some  menstrual  trouble.  I  said  to  her: 
"  You  are  going  to  get  wTell  quickly,  but  I  shall  have  to  hurt 
you  a  little."  I  picked  up  a  strong  speculum  and  put  it  into 
the  eye  and  allowed  it  to  open  as  widely  as  it  would  and  kept 
it  there  as  long  as  I  felt  like  punishing  her — a  few  minutes 
only.  The  next  morning  I  repeated  this  treatment  and  she 
said  she  was  very  much  better,  and  on  the  following  morning 
she  said  she  was  perfectly  well.  I  gave  her  two  treatments 
and  completely  relieved  her.  These  troubles  are  either  hys- 
terical due  to  inhibition,  or  some  reflex  cause — a  question 
which  I  will  not  settle. 

Dr.  Dudley  S.  Keynolds,  Louisville,  Ky. — I  have  seen 
a  number  of  cases  of  reflex  disturbances  in  the  eyes,  and  my 
experiences  have  been  somewhat  similar  to  those  of  the  last 
speaker,  but  I  have  never  tried  the  speculum,  I  think  it  mis- 
leading for  us  to  conclude  with  the  essayist  that  contractures 
of  the  ciliary  muscle  are  indicated  by  a  merely  manifest,  or 
apparent  fixation  of  both  eyes  for  any  distance.  In  other 
words,  absence  of  the  power  of  accommodation,  either  with  or 
without  ambloypia,  is  not  sufficient  writhin  itself  to  indicate 
disease  of  the  ciliary  muscle.  I  have  seen  a  great  many  cases 
of  this  kind  relieved  promptly  by  general  medication,  especially 
in  miasmatic  conditions.  I  would  like  to  suggest  that  the 
ciliary  muscle  is  made  up  of  two  sets  of  fibers,  and  when  we 
speak  of  contractures  wre  mean  a  permanent  condition  of  con- 
traction in  the  muscles  due  to  organic  change  of  structure. 
This  necessarily  means  that  the  nutrition  of  the  structure  is 
impaired,  and  nothing  can  overcome  this  structural  change  in 
the  muscles.  With  the  ciliary  muscle  in  a  state  of  perma- 
nent contraction,  no  test  of  refraction  would  be  possible.  I 
feel  sure  such  conditions  could  not  belong  to  the  domain  of 
hysteria,  or  any  of  those  reflex  neuroses  found  most  fre- 
quently in  women,  and  at  times  in  men.  There  are,  however, 
frequently  observed  conditions  of  spasm  of  accommodation, 
in  which  amblyopia  seems  to  exist,  in  which  a  mydriatic  af- 
fords relief  from  the  pain,  and  discloses  the  error  of  refrac- 
tion which  caused  it. 
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I  had  a  very  remarkable  case  of  this  sort  of  trouble  in  a 
young  man,  who  gave  up  a  position  in  the  railway  service  be- 
cause of  increasing  amblyopia,  which  disabled  him  from  read- 
ing the  coarsest  type.  Searching  examination  disclosed  hy- 
peropic  astigmatism.  The  correction  of  this  condition  re- 
lieved him  entirely. 

Another  instance  I  wish  to  relate  is  that  of  a  young  lady, 
aged  19  years,  who  had  graduated  from  a  first-class  academy, 
and  who  came  to  see  me  about  her  eyes.  She  had  been  sub- 
jected to  prolonged  mental  strain  in  her  school  work,  after 
which  she  came  home  and  entered  society,  lost  a  good  deal  of 
rest,  and  suddenly  discovered  she  was  blind.  An  examina- 
tion showed  pale,  mottled,  cedematous  disc,  with  sight  =  6/60 
Snellen.  A  note  to  the  family  physician  brought  out  the 
fact  that  she  was  subject  to  chronic  constipation,  and  had  dis- 
ease of  the  rectum,  relief  from  which  removed  all  the  eye 
symptoms.  She  had  no  error  of  refraction.  Although  un- 
able to  read  any  print  when  I  first  saw  her,  her  acuity  of 
vision  was  perfect  as  soon  as  the  intestinal  trouble  was  re- 
moved. After  this  she  had  no  use  for  the  glasses  which  she 
had  been  wearing  at  the  suggestion  of  a  confrere. 

Discussion  by  Dr. (Name  not  known.) — These  cases 

of  course  are  quite  commonly  seen,  some  phases  being  more 
commonly  met  with  than  others,  especially  amblyopia.  I 
had  one  case  which  was  of  particular  interest  to  me  because 
of  the  manner  in  which  the  extra-ocular  muscles  of  the  eye 
were  affected.  I  looked  up  the  literature  pretty  carefully  but 
could  find  nothing  reported  of  a  similar  nature  to  my  case.  I 
presume,  however,  all  of  these  cases  vary  in  details  very 
much,  according  to  the  individual.  The  patient  was  a  woman 
who  was  brought  into  my  office  as  being  perfectly  blind ;  she 
said  she  could  see  nothing,  could  distinguish  between  light 
and  dark,  but  when  I  attempted  to  have  her  count  fingers, 
she  could  not  count  them  at  all.  She  gave  a  history  of  having 
had  this  trouble  come  on  her  suddenly  four  or  five  days  before 
seeing  me.  She  said  she  was  taking  a  nap  in  the  afternoon, 
and  when  she  awoke  she  found  she  could  not  sec,  and  this  had 
persisted.  The  peculiar  feature  in  connection  with  the  case 
was  the  manner  in  which  the  extra-ocular  muscles  were 
affected.     By  the  use  of  suggestion. I  could  get  her  to  look  at 
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the  letters  and  finally  to  read  20/2o>  but  I  could  not  get  her  to 
control  the  movements  of  the  eyes.  In  telling  her  to  look  up 
one  eye  turned  up  markedly  and  the  other  turned  down.  In 
telling  her  to  look  to  the  right  one  eye  turned  toward  the 
right,  the  other  remained  stationary,  or  deviated  a  little  to  the 
left.  By  covering  one  eye  and  telling  her  to  follow  the  finger 
with  the  other  eye  the  motion  was  found  perfect  in  all  direc- 
tions for  both  eyes.  All  through  the  time  of  her  examination 
this  particular  condition  persisted.  She  was  referred  to  me 
by  a  physician  with  the  idea  that  there  was  something  yery 
serious  the  matter.  I  cured  her  and  the  physician  refused  to 
report  any  further  in  the  case. 

Dr.  W.  L.  Daytox,  Lincoln.  Neb. — I  believe  that  the 
idea  that  the  doctor  has  brought  out  in  his  paper  of  doing 
away  with  the  name  of  hysteria  in  conversing  wit li  our  pa- 
tients or  their  friends,  the  doing  away  of  this  nomenclature. 
is  the  proper  thing.  I  believe  that  we  should  guard  againsl 
this  the  same  as  we  would  in  telling  patients  that  thev  have 
an  incipient  cataract,  that  thev  may  or  will  become  blind,  for 
we  have  all  had  cases  of  incipient  cataract,  which  we  have 
diagnosed,  and  which  have  remained  in  statu  quo  and  never 
advanced.  Again,  the  laity  have  in  their  minds  the  fact  that 
hysteria  is  nothing,  and  to  our  shame  it  may  be  said  that  the 
physician  laughs  at  it,  and  says  when  the  subject  is  brought 
up:  "  Oh,  that  is  nothing."  Of  course  it  is  becoming  more 
and  more  the  case  that  the  better  class  of  physicians  realize 
the  fact  that  hysteria  is  a  condition  due  to  sonic  morbid  state 
of  the  human  bein^,  and  for  that  reason  I  most  gladly  ac- 
quiesce  in  the  doctor's  recommendation  that  we  dispense  with 
the  name  hysteria  in  conversing  with  the  patient  or  the 
family. 

We  have  all  had  cases  such  as  have  been  brought  before 
us  to-day,  and  many  are  the  ways  and  means  which  we  have 
adopted  to  cure  them.  I  have  found  that  suggestion  answer- 
well  in  some  cases.  Hypnotism  I  have  also  tried.  In  some 
of  these  cases  I  have  found  that  a  slight  error  of  refraction 
was  at  the  bottom  of  the  trouble.  In  one  instance  a  young 
lady  of  16  years  was  referred  to  me  by  the  principal  of  one 
of  our  schools.  He  said  she  was  of  no  account  in  school  and 
could  not  see  at  all.     After  a  most  thorough  examination  I 
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found  nothing  wrong.  While  she  could  not  see  22/20o  without 
glasses,  yet  she  could  see  20/20  with  plain  lenses.  We  resorted 
to  all  manners  of  schemes  and  tests  to  relieve  this  condition, 
and  at  the  same  time  assured  her  that  all  would  be  well.  The 
girl  for  six  or  eight  weeks  has  been  wearing  glasses,  which 
arc  very  weak;  perhaps  there  is  1/2  dioptry  of  astigmatism 
and  are  slightly  off  from  the  regular  angle  of  meridian ;  just 
what  I  do  not  now  remember.  She  has,  however,  been  wear- 
ing the  glasses  and  attending  to  her  school  duties  ever  since 
with  no  further  trouble.  Of  course  we  have  very  many  cases, 
from  amblyopia  to  affections  of  the  extrinsic  muscles. 

Dr.  F.  A.  Phillips,  Chicago. — In  conclusion  I  will  make 
a  very  few  remarks.  '  I  tried  in  my  essay  to  make  clear  what 
was  meant  by  peripheral  irritation;  by  this  I  do  not  mean  an 
irritation  which  is  confined  to  the  eye,  as  it  may  be  systemic, 
the  influence  of  constipation,  uterine  disease,  etc.  All  of 
these  causes  must  be  looked  into,  and  many  of  these  cases  of 
hysteria  can  be  relieved  by  attention  to  these  irritations.  I 
do  not  know  what  the  exact  cause  of  the  change  ill  the  vision 
is.  We  cannot  explain  that.  The  speculum  treatment  men- 
tioned by  Dr.  Ay  res,  to  my  mind,  is  one  means  of  applying 
suggestion — a  suggestive  therapeutic  measure.  In  reference 
to  contracture  of  the  ciliary  muscle,  I  do  not  mean  to  imply 
thereby  any  structural  change  in  the  ciliary  muscle,  but  a 
purely  functional  condition.  Charcot  has  described  such  a  con- 
dition of  the  ciliary  muscle  which  he  called  "contracture,"  and 
it  is  to  this  that  I  refer.  I  will  refer  to  Case  V.  of  my  series  here 
reported  as  showing  that  no  such  structural  changes  were  re- 
ferred to.  Eegarding  refractive  asthenopia,  we  all  of  us  in 
our  refractive  work  meet  with  many  of  these  cases,  but  we  do 
not  find  such  fields  of  vision  as  I  have  here  outlined.  I  have 
taken  the  visual  field  in  many  of  these  cases  as  a  means  of 
proving  to  myself  whether  they  were  due  to  merely  reflex 
cause  or  were  hysterical  in  their  origin ;  and  the  visual  fields 
have  invariably  shown  none  of  the  concentric  contraction  or 
transposition  in  the  color  fields  so  characteristic  of  hysteria. 
By  the  term  asthenopia,  as  used  in  my  essay,  I  do  not  mean 
that  variety,  therefore,  that  is  associated  with  refractive 
errors  or  muscle  defects  only,  but  in  which  characteristic  hys- 
terical symptoms  are  also  present. 
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IN  one  of  his  papers  upon  operations  for  cataract,  Dr. 
Knapp,  if  I  am  not  mistaken,  has  pointed  out  that,  in 
comparing  the  relative  advantages  of  the  simple  and  the  com- 
bined methods  of  extraction,  it  must  not  be  lost  sight  of  that 
incarceration  of  the  iris  in  the  corneal  wound  is  a  complica- 
tion not  wholly  limited  to  the  operation  without  iridectomy ; 
but  that,  in  spite  of  our  efforts  to  avoid  it,  it  occurs  occa- 
sionally in,  and  measurably  mars  the  results  of,  combined  ex- 
traction as  well. 

If  the  outcome  of  an  iridectomy  done  under  such  circum- 
stances is  not  invariably  all  that  could  be  desired,  it  goes 
without  saying  that  Avhen  it  is  performed  upon  an  inflamed 
or  degenerated  iris — for  the  control,  perhaps,  of  glaucoma  or 
irido-cyclitis — we  are  still  less  sure  of  securing  the  classical 
result  which  we  find  pictured  in  the  books.  In  a  word,  I 
think  it  will  be  admitted  that  our  iridectomies  are  not  always 
just  what  we  might  wish  them  to  be.  They  arc  seldom  the 
key-hole  affairs  which  the  illustrators  have  made  us  familiar 
with ;  and,  though  extensive  incarceration  may  not  be  of  fre- 
quent occurrence,  it  is  not  uncommon  to  find  one  margin  of 
the  coloboma  different  in  shape  from  the  other,  or  lying  in  a 
different  plane,  indicating,  at  least,  a  slight  adhesion  between 
the  iris  and  the  inner  lip  of  the  corneal  section. 

Some  months  since  the  idea  suggested  itself  to  me  that  by 
reversing  the  usual  curve  of  the  iridectomy  scissors,  so  that, 
instead  of  the  convex  surface,  the  concavity  of  the  blades 
should  be  applied  to  the  convexity  of  the  corneal  border,  a 
better  mechanical  effect  might  be  obtained,  and  a  cleaner, 
more  perfect  coloboma  be  secured. 

I  intrusted  the  carrying  out  of  this  idea  to  Mr.  Neuhaus, 

one  of  our  Baltimore  instrument  makers, f  and  the  scissors 

shown  you,  made  after  a  model  which  I  furnished  him,  arc 

the  result  of  his  handicraft  (Fig.  1.)     He  has  also  made  me 

a  pair  with  the  ordinary  scissor  handles,  and  doubtless  they 

*A  paper  read  before  the  American  Ophthalmological  Society,. 
July,  1891. 

fChas.  Neuhaus  &  Co.,  510  N.  Eutaw  St.,  Baltimore. 
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could  be  made  in  the  fashion  of  De  Wecker's  scissors,  if 
desired. 

They  are  not  well  adapted  to  the  making  of  an  iridectomy 
by  several  successive  cuts ;  but  for  the  purpose  for  which  they 
were  intended — the  removal  of  a  piece  of  iris  by  a  single  cut 
— I  have  found  them  to  be  all  that  I  anticipated.  I  have  used 
them  in  cataract  extractions  and  in  iridectomies  for  glaucoma 
and  for  various  other  purposes,  and  have  been  convinced  that 
a  more  perfect  coloboma  was  obtained ;  that  the  iris  was  more 
cleanly  removed  up  to  its  ciliary  attachment,  and  that  adhe- 
sions between  the  iris  and  the  corneal  wound  were  to  a  great 
extent  obviated. 

The  other  instrument  which  I  wish  to  bring  to  vour  notice 


Fig.  1.     (About  %  actual  size.) 

is  a  lacrymal  probe,  contrived  for  a  special  purpose,  and  in- 
tended to  supplement  the  large  probes  which  I  have  employed 
for  many  years. 

As  I  have  had  occasion  to  point  out  heretofore,  in  the  later 
stages  of  the  radical  treatment  of  strictures  of  the  lacrymal 
duct,  when  the  interval  between  the  probings  has  been  in- 
creased to  several  weeks,  it  occasionally  happens  that  a  con- 
traction occurring  at  the  juncture  of  the  canaliculus  and  the 
lacrymal  sac  makes  it  difficult  to  insinuate  into  the  sac  the 
large  probe  which  had  been  passed  previously  without  diffi- 
culty,* I  have  also  dwelt  upon  another  class  of  cases,  in 
which  the  existence  of  a  firm  constriction  at  this  same  point 
complicates  and  retards  the  early  stages  of  the  probing  treat- 
ment, making  it  difficult  or  impracticable  to  introduce  other 

"Diseases  ot  the  Lacrymal  Apparatus.  Norris  and  Oliver's  System  of 
Diseases  ot  the  Eye,  Vol.  III. 
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than  a  quite  small  probe  into  the  sac,  though  a  considerably 
Larger  one,  could  it  be  gotten  through  this  constriction, 
might  be  passed  easily  through  the  strictures  in  the  duct 
itself. 

The  probe  (Fig.  2)  which  I  show  you  was  devised  solely 
to  meet  the  conditions  existing  in  these  two  classes  of  cases — 
to  accomplish  the  rapid  and  effectual  dilation  of  strictures  or 
contractions  at  the  juncture  of  the  canaliculus  and  the  sac. 
and  thus  permit  the  passage  of  the  ordinary  probes.  For 
probing  the  duct,  itself,  it  is  manifestly  unsuited.  For  sev- 
eral mm.  from  the  tip,  as  you  will  see,  it  is  quite  slender,  and 
then  dilates  rapidly  to  a  much  larger  size.  The  exact  size  is 
not  a  matter  of  much  moment;   but  I  have  fixed  upon  No.  12 


Fi<;.  2.     (About  -:!  actual  size.) 

and  No.  14  for  the  larger  portions  and  No.  3  for  the  slender 
part  near  the  ends.  It  bears  some  resemblance  to  the  well- 
known  conical  probe  of  Weber ;  but  a  comparison  of  the  two 
will  show  that  they  differ  materially.  Weber's  probe  in- 
creases in  size  so  gradually  that  its  whole  length  must  needs 
be  passed  into  the  duct  to  accomplish  what  this  one  will  effect 
when  introduced  but  a  third  as  far. 

It  remains  but  to  add  that  an  experience  extending  over 
some  months  has  convinced  me  that  it  meets  the  conditions 
for  which  it  was  contrived,  and  that  it  has  proved  distinctly 
helpful.* 

*The  Chas.  Willms  Surg.  Instrument  Mf 'g  Co.,  Howard  and  Saratoga 
StS.,  Baltimore,  have  made  this  prohe  for  me  in  a  very  satisfactory  man- 
ner. Mr.  E.  B.  Meyrowitz,  104  East  Twenty-third  Street.  New  York,  also 
has  undertaken  to  make  both  the  iris  scissors  and  the  probe. 
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ANOTHER  WORD  OF  DISCUSSION  ON  DR.  ALT'S 
PAPER  ON  OPHTHALMIA  NEONATORUM.* 

By  DR.  LUCIEN  HOWE, 

BUFFALO. 

IN  the  last  number  of  the  Journal  of  Ophthalmology  an 
extended  account  is  given  of  the  discussion  of  Dr.  Adolf 
Alt's  paper  on  Blennorrhcea  Neonatorum.  The  one  who 
opens  that  discussion  begins  by  saying,  if  he  is  rightly 
quoted,  that  he  wishes  "to  protest  earnestly  against  the 
prevalence  of  meddlesome  interference  with  the  eyes  of  the 
newborn,"  and  also  that  "there  is  no  sense  in  medicating 
the  sound  uninfected  e}res  of  the  new  born." 

The  next  is  quoted  as  saying  "  that  he  never  allows  the 
Crede  method  to  be  used  without  his  consent,"  although  it  is 
evident  from  the  context  that  he  is  in  some  doubt  as  to  just 
what  the  Crede  method  is. 

In  general,  the  tenor  of  the  discussion  is  by  no  means  to 
accord  with  opinions  which  some  other  practitioners,  at  least, 
have  long  considered  to  be  based  on  well-established  fact. 

In  view  of  this  a  further  word  or  two  may  be  permissable. 

The  first  observation  which  I  venture  to  make  is  that  the 
prevention  of  ophthalmia  neonatorum  in  itself  is  a  subject  in 
regard  to  which  the  opthalmologist  is  not  qualified  to  speak 
at  all.  That  is  a  question  for  the  obstetrician,  and  he  alone 
is  competent  to  judge  concerning  it.  Any  conclusion  arrived 
at  concerning  the  value  of  Crede 's  method,  or  any  other 
method,  must  be  based  on  the  combined  experience  of  ob- 
stetricians. 

Second.  We  now  have  the  results  of  this  combined  expe- 
rience, accurately  recorded  by  different  observers  in  different 
parts  of  the  world.  It  has  been  published  at  different  times, 
as  various  additions  have  been  made  to  it,  either  in  the  num- 
ber of  children  who  developed  ophthalmia  without  any  treat- 
ment whatever,  or  after  Crede 's  method  or  after  other 
methods.  One  of  the  best  papers  on  this  subject  is  by  Kost- 
ling  of  Halle,  in  the  Archiv  far  GynwTcologie  for  1896, 
These  figures  and  others  are  too  well  known  to  require  repeti- 
tion, though  it  may  be  worth  while   to   mention    that    even    at 

that  time  the   obstetricians,   summing  up  their  experience, 

•AM.  JOUR,  of  OpHTH.,  June,  li>01 . 
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found  that  out  of  17,767  children  who  received  no  prophy- 
lactic treatment,  ophthalmia  developed  in  nine  and  two-tenths 
per  cent.  (9.2),  whereas  among  24,724  children  who  were 
treated  by  the  Crede  method  only  sixty-five  hundredths  per 
cent.,  or  a  little  over  one-half  of  one  per  cent,  developed  the 
disease.     Such  facts  require  no  comment. 

Third.  It  is  true  that  when  any  such  treatment  produces 
an  inflammation  of  the  eyes,  even  a  slight  conjunctivitis,  it 
then  becomes  a  subject  about  Avhich  the  ophthalmologist  may 
have  some  opinion.  But  in  forming  such  an  opinion  the 
number  of  eyes  which  would  have  been  destroyed  or  injured 
by  ophthalmia  neonatorum,  but  which  are  saved  from  the  dis- 
ease, should  be  compared  with  those  which  are  known  to  have 
been  destroyed  or  injured  by  the  prophylactic  treatment,  and 
the  verdict  must  be  given  in  favor  of  that  form  of  treatment 
which  saves  the  greater  number  of  exe^. 

While  it  must  be  admitted  that  one  drop  of  a  two  per 
cent,  solution  of  silver  nitrate  will  often  produce  an  annoying 
conjunctivitis,  it  is  also  true  that  there  are  now  in  the  literature 
only  four,  or  at  most  five,  cases  in  which  real  harm  can  be 
distinctly  and  unquestionably  traced  to  that  cause.  Two  of 
these  were  found  by  Cohn  in  response  to  a  circular  letter  of 
inquiry,  very  widely  distributed ;  there  is  one  by  de  Sehweinitz 
of  bleeding,  another  by  Pomeroy  and  another  doubtful.  It 
must  be  remembered  also  that  in  one  case  reported  by  Hof- 
meier  ulceration  has  followed  the  use  of  sterilized  water. 
Perhaps  some  of  those  who  joined  in  the  discussion  men- 
tioned can  enrich  the  literature  by  adding  other  cases  in  which 
real  harm  actually  did  result  from  the  use  of  silver  nitrate. 
If  so  we  would  all  be  much  interested  to  know  the  exact  facts 
with  the  details. 

Fourth.  No  one  would  contend  that  the  so-called  Crede* 
method  is  the  best  prophylactic  which  ever  will  be  available. 
The  obstetricians  are  still  at  work  at  this  phase  of  the  ques- 
tion. We  all  hope  that  from  weaker  solutions  of  silver,  or 
from  protargol  or  from  other  agents,  they  can  yet  report  to 
us  equally  good  results  in  a  large  number  of  cases.  Until 
they  can  do  that,  however,  we  must  accept  the  statement 
that  a  single  instillation  of  a  two  per  cent,  solution  of  silver 
nitrate,  in  all  cases,  is  the  most  effective  method  of  prevent- 
ing ophthalmia  neonatorum. 
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Fifth.  Until  ophthalmologists  can  show  that  the  harm 
done  bv  this  method  is  greater  than  the  certain  £ood  which 
it  accomplishes,  or  until  other  data  are  obtained  which  alter 
the  present  status  of  this  question,  it  is  the  duty  of  us  all  to 
popularize  among  the  profession  and  the  laity  the  facts  which 
are  now  at  our  command.  These  facts  have  been  summar- 
ized by  Prof.  Dimmer  as  his  last  word  on  the  subject,  so  well 
quoted  by  Cohn,  namely:  Purulent  ophthalmia  of  infancy 
can  and  must  be  wiped  out  of  every  civilized  country. 

A  FEW  WORDS  IN  ADDITION  TO  DR.  HOWE'S 

PAPER. 
By  ADOLF  ALT,  M.D. 

IF  I  am  not  mistaken,  the  standpoint  concerning  the  Crede 
method  taken  by  Dr.  Howe  is  in  so  far  correct,  as  in 
lying-in  hospitals,  where  all  sorts  and  conditions  of  women 
bring  their  offspring  into  the  world,  a  most  rigid  prophylaxis 
is  not  only  the  correct  thing  but  even  demanded.  Whether 
a  two  per  cent,  silver  nitrate  only  will  do  the  wTork,  or  not, 
has  to  be  shown  by  future  experience. 

It  is  different,  however,  in  private  practice.  Here  the  ob- 
stetrician has  usually  a  good  knowledge  of  the  conditions  of 
the  passage  through  which  the  baby  has  to  come.  He,  then, 
it  seems  to  me,  is  the  man  to  say  in  this  case  a  prophylactic 
instillation  into  the  eyes  of  the  newly-born  is  necessary;  and 
in  that  case  there  is  no  need  of  such  measures. 

The  oculist,  in  most  cases,  can  but  help  to  make  all  those 
who  are  connected  with  the  confining  of  the  women  aware  of 
the  good  of  prophylaxis  where  it  is  necessary.  In  by  far  the 
largest  number  of  cases,  if  not  in  all,  he  sees  the  blennor- 
rhcea  neonatorum  as  a  fully  developed  disease,  and  then  is 
called  upon  to  treat  it.  This  is  a  totally  different  duty  from 
that  of  the  obstetrician  and  his  assistants. 

In  this  particular  I  agree  fully  with  Dr.  Howe's  remarks. 
As  to  the  necessity  of  a  two  per  cent,  nitrate  of  silver  solution 
for  prophylaxis  or  treatment,  I  have  given  my  opinion  in  the 
paper  which  elicited  this  discussion.  I  have,  since  reading 
this  paper,  treated  several  cases  of  blennorrha>:i,  and  among 
others  an  extremely  severe  one  with  ulceration  of  both  cor- 
neas, in  which  the  instillation  of  a  two  per  cent,  solution  of  pro- 
targol,  instilled  by  ;i  physician  three  times  a  day ,  cured  the 
affection  in  twelve  days  and  the  ulcers  were  healed. 

I  certainly  believe  in  appropriate  prophylaxis;  with  regard 
to  the,  treatmenl  I  have  nothing  to  wdd  to  wlmt  I  have  said. 
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By  W.  A.  SHOEMAKER,  M.D. 

ST.  LOUIS,  MO. 

ALBUMINURIC  RETINITIS  AND  UREMIC  AMAUROSIS,  WITH 

ESPECIAL  REFERENCE  TO  THEIR  OCCURRENCE 

IN  PREGNANCY. 

Edmund  W.  Clap  {Boston  Medical  and  Surgical  Journal, 
July  11,  1901)  says  that  albuminuric  retinitis  and  uremic 
amaurosis  are  rare  conditions  in  pregnancy,  but  very  impor- 
tant when  they  do  occur. 

"Albuminuric  retinitis  is  a  disease  accompanied  by  im- 
mediate visible  changes  in  the  eyes.  Albumin  is  always 
present  in  the  urine.  It  may  occur  at  any  time  during 
pregnancy,  especially  beginning  during  the  first  two  months 
or  after  the  sixth  month.  Its  prominent  symptom  is  grad- 
ual failure  of  vision.  It  is  very  apt  to  recur  in  successive 
pregnancies,  though  not  necessarily.  Blindness  Is  almost 
never  caused  by  the  first  attack,  but  more  and  more  damage  is 
done  by  each  recurrence.  Ursemic  amaurosis  is  a  disorder  of 
the  visual  apparatus  not  accompanied  by  immediate  visible 
signs  in  the  retina,  although  it  may  finally  lead  to  atrophy. 
It  occurs  late  in  pregnancy,  usually  with  other  signs  and 
symptoms  of  eclampsia,  so  that  it  seldom  has  to  be  considered 
alone.  It  apparently  never  destroys  vision  by  the  first  attack. 
Like  albuminuric  retinitis,  it  is  very  apt  to  recur  in  subsequent 
pregnancies.  The  treatment  of  both  conditions  is  the  treat- 
ment of  the  albuminuria  and  non-use  of  the  eyes,  enforced  by 
atropine  and  dark  glasses  if  necessary.  The  prognosis  of 
ureemic  amaurosis  as  to  sight  is  favorable  for  the  first  attack, 
and  less  and  less  so  for  each  succeeding  attack ;  but  the  im- 
portance of  this  is  usually  overshadowed  by  the  uramiic  con- 
dition present.  The  prognosis  of  albuminuric  retinitis  as  to 
sight  is  favorable  for  the  first  attack,  if  occurring  after  the 
sixth  month,  but  grows  worse  if  it  occurs  in  succeeding  preg- 
nancies. Prognosis  for  sight  is  bad  if  it  comes  on  earlier 
than  the  sixth  month,  especially  if  it  begins  during  the  first 
two  months ;  and  in  these  cases  great  danger  to  both  child  and 
mother  may  be  expected  from  eclampsia.  As  to  abortion  or 
premature  labor,  we  are  seldom  called  on  to  consider  it  for  the 
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preservation  of  sight  alone,  since  so  many  and  such  grave 
dangers  are  present  to  both  mother  and  child  from  uraemia* 
If  we  consider  the  preservation  of  sight  a  cause  for  premature 
labor,  then  it  may  have  to  be  done  in  ursemic  amaurosis  re- 
curring in  successive  pregnancies,  with  progressive  loss  of 
sight,  the  degree  of  impairment  of  sight  and  the  amount  of 
damage  done  to  the  optic  nerve  deciding  the  question.  In 
retinitis  albuminuria  occurring  early,  abortion  should  be  con- 
sidered if  the  retinitis  is  of  a  severe  type,  especially  if  hemor- 
rhagic, or  if  a  slight  retinitis  progresses  under  treatment,  re- 
membering that  in  these  cases  the  life  of  the  child  is  uncer- 
tain  any  way,  and  the  mother  runs  grave  risk  of  eclampsia  if 
the  pregnancy  goes  on  to  term.  In  retinitis  coming  on  after 
the  sixth  month  it  is  best  to  wait  and  watch  carefully,  espe- 
cially in  a  first  attack,  and  not  to  induce  labor  unless  some 
other  albuminuric  symptom  demands  it.  In  the  subsequent 
attacks  the  damage  to  vision  and  the  severity  of  the  retinitis 
may  turn  the  scale  in  favor  of  premature  delivery,  even  when 
slight  eclamptic  symptoms  are  present." 

NOTES  OX  THE  BACTERIOLOGY  OF  THE  CONJUNCTIVAL  SAC 
AND  ITS  BEARING  UPON  SURGICAL  PROCEDURE. 

P.  Chalmers  Jamison,  after  a  thorough  study  of  the  sub- 
ject, draws  the  following  conclusions  : 

I.  That  the  pyogenic  or  pus  producing  organisms  are 
found  in  the  normal  conjunctival  secretion,  although  proba- 
bly in  attenuated  form. 

II.  That  under  normal  conditions  they  do  not  propagate. 

III.  That  the  eye  under  normal  conditions  is  bountifully 
supplied  with  means  of  antagonizing  bacterial  growth. 

IV.  That  diminished  resistance  such  as  occur  in  inflamma- 
tions of  the  membrane  in  operative  interference,  alter  the  nu- 
tritive nature  of  the  secretion  and  probably  convert  it  into  a 
more  suitable  medium  for  germ  life. 

V.  That  the  secretion  of  the  eye  is  not  an  antiseptic  in 
Itself. 

VI.  That  strong  antiseptics  in  the  conjunctival  sac  di- 
minish the  resistance  and  place  the  eye  on  a  lower  plane  to 
resisl  germ  invasion. 

VII.  That  much  attention  should  be  given  1<>  washing  out 
the  residual  bacteria  prior  to  operation. 

VIII.  Thai  as  much  care  should  be  taken  in  regard  to  an- 
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tiseptics  and  cleanliness  in  the  external  preparation  of  both 
patient  and  operator,  as  is  adopted  by  the  general  surgeon  of 
modern  times,  as,  while  the  danger  of  suppuration  is  more 
remote,  the  result  if  it  occurs  is  more  disastrous. 

REMARKS  OX  THE  TREATMENT  OF  THE  TEAR  DUCT. 

Albrand  {Deutsche  Medicinische  Wochenschrift,  April  4, 
1901)  recommends  that  the  patients  be  taught  to  use  the 
sound  themselves  after  operations  upon  the  tear  duct.  The 
difficulty  is,  however,  that  they  are  likely  to  grow  tired  of 
this  and  give  it  up,  and  so  require  renewed  dilatation.  Val- 
pinus'  permanent  sound  is  oftentimes  used  with  much  satis- 
faction, but  many  patients  cannot  bear  it.  It  not  infrequently 
causes  marked  pain  in  the  nose.  He  considers  extirpation  of 
the  sac  most  satisfactory  in  cases  of  long  duration  with  more 
or  less  profuse  muco-purulent  secretion,  in  all  cases  with 
fistula,  in  those  with  changes  in  the  periosteum  and  with 
caries  of  the  bone,  in  those  resulting  from  the  action  of 
caustics  or  from  trauma,  in  cases  with  prolonged  conjunctivi- 
tis, ulcerations  of  the  lids,  and  in  trachoma.  It  should  also 
be  undertaken  in  less  severe  cases  in  which  social  reasons  in- 
dicate its  use,  *.  e.,  in  patients  who  must  work  constantly  for 
a  livelihood.  In  such  cases  it  saves  the  patients  much  valua- 
ble time.  He  has  attempted  for  prophylactic  reasons,  as,  for 
instance,  preceding  cataract  operations,  to  close  the  tear  duct 
by  touching  the  openings  with  a  glowing  needle.  He  never 
succeeded  in  this,  however.  He  insists  that  the  nose  must 
always  be  carefully  examined  in  cases  of  disease  of  the  tear 
duct,  as  not  infrequently  some  nasal  condition  is  the  cause  of 
the  continuous  trouble  with  the  tear  duct. 

THE  ECONOMIC  VALUATION  OF  VISION. 

H.  V.  Wurdemann  and  H.  Magnus  (Annals  of  Ophthal- 
mology, April)  show  that  a  correct  estimation  of  the  effect  of 
injuries  to  the  visual  apparatus  upon  the  earning  powers  may 
be  obtained  by  a  simple  mathematical  calculation.  The  com- 
plete earning  ability  depends  upon  three  factors:  "1.  The 
unimpaired  functional  power  of  the  bodily  organs.  2.  The 
technical  knowledge  necessary  for  the  carrying  on  of  the  vo- 
cation. 3.  The  ability  to  compete  in  the  labor  market.  Nor- 
mal physiologic  vision  consists  of  a  series  of  different  factors, 
s.  e.,  the  central  .acuity,  visual  field,  light  and  color  sense, 
adaptive  faculty,  muscular  movements  and  cerebral  processes 
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all  acting  together  to  produce  sight.  Each  of  these  numerals 
is  given  its  specific  and  relative  value  in  the  equation,  the 
whole  sum  equaling  normal  physiologic  vision.  Although 
the  formula  given  is  a  rather  heavy  mathematical  one,  its 
handling  is  extremely  easy,  for  we  simply  replace  its  several 
factors  by  the  value  of  the  function.  Thus,  if  all  be  unin- 
jured, the  earning  ability  =  1,  the  valuations  are  very  easily 
determined  by  looking  at  the  tables  which  have  been  com- 
piled by  Wiirdemann  and  Magnus,  or  by  estimation  by  a  dia- 
gram ;  thus  the  calculation  involves  but  a  simple  example  in 
multiplication  and  takes  but  a  few  minutes'  time.  There  is  a 
considerable  difference  between  the  scientific  definition  of 
blindness  and  that  of  economic  blindness.  The  highest  and 
lowest  points  of  scientific  visual  acuity  do  not  correspond  to 
those  used  in  business ;  i.  e.,  a  day  laborer  may  have  his  visual 
acuity  reduced  to  as  low  as  50  per  cent,  of  normal,  yet  be  able 
to  continue  his  work  just  as  well  as  before,  but  if  it  were  re- 
duced below  5  per  cent,  of  normal  he  would  be  unable  to  do 
any  of  his  work;  in  the  case  of  a  skilled  workman,  the  reduc- 
tion to  any  marked  extent  would  greatly  interfere  with  the 
work,  and  thus  a  skilled  mechanic  could  not  lose  more  than  25 
per  cent,  of  his  visual  acuity  without  economic  damage,  and  if 
he  should  be  reduced  to  15  per  cent,  he  could  not  do  any  of 
his  work.  From  the  results  of  experience  and  of  mathe- 
matical calculation  by  means  of  this  formula,  it  is  clearly  shown 
that  in  trades  demanding  high  vision  a  one-eyed  person  loses 
-30  per  cent,  of  his  earning  ability  for  the  first  year  after  the 
accident  and  20  per  cent,  thereafter ;  for  the  lower  grades  it  is 
27  per  cent,  for  the  first  year  and  18  per  cent,  thereafter. 
Where  there  is  a  gradual  loss  of  sight  in  one  eye  following  an 
accident,  in  trades  requiring  higher  visual  demands,  the  pro- 
portion is  21  per  cent.,  and  in  professions  with  lower  visual 
demands  18  per  cent.  The  question  of  claim  for  damages  by 
reason  of  the  loss  of  one  eye  through  accident  is  exhaustively 
discussed,  as  well  as  specific  injuries  affecting  the  visual  field, 
color  sense,  or  causing  weak  vision  in  any  way.  Considera- 
tion is  likewise  given  to  weak  vision  existing  before  the  acci- 
dent: The  economic  damage  to  the  individual  from  loss  of 
vision  through  accidents  depends  on  the  percentage  of  the 
loss  of  earning  ability,  on  the  wages  thai  i\x'  plain!  iff  1ms  been 
earning  and  on  the  character  of  his  work  and  his  age.     Tak- 
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ing  these  facts  into  consideration,  and  accepting  certain  wage 
standards  and  probable  duration  of  working  life  and  the  per- 
cent age  of  economic  damage  as  factors,  the  damage  to  the  in- 
dividual can  be  exactly  shown  in  dollars  and  cents.  The  set- 
tlement of  claims  for  damages  should  take  this  economic 
damage  into  consideration  as  the  principal  element  for  settle- 
ment. This,  however,  is  only  one  of  the  legal  factors  in- 
volved. It  should  be  modified  according  to  American  law  by 
reduction  being  made  in  favor  of  the  defendant  in  case  of  ex«? 
tenuating  circumstances  or  contributorv  negligence,  and  addi- 
tion  made  thereto  of  actual  expense  incurred  by  the  plaintiff 
during  his  illness  and  damages  for  pain  and  anguish. suffered 
by  reason  thereof ;  the  amount  thereof  must  always  be  empir- 
ically estimated  by  the  courts. — Jour.  A.  M.  A. 
TUBERCULOSIS  OF  THE  IRIS. 

William  F.  Mittendorf  {Medical  Xews,  May  25)  describes 
the  different  forms,  which  are  sometimes  primary  and  some- 
times secondary.  They  may  be  divided  into  the  solitary  and 
multiple  forms,  and  the  latter  again  into  the  acute  and 
chronic.  As  a  rule  it  is  a  disease  of  youth  or  middle  life,  and 
one  eye  only  is  usually  affected.  In  the  first  class  there  is 
usually  tuberculosis  in  the  general  system ;  however,  not  nec- 
essarily of  the  lungs ;  it  is  characterized  by  the  development 
of  one  or  more  grayish  nodules  in  the  iris,  early  appearance 
of  ciliary  injection,  and  intense  pain  in  the  eye  and  fore- 
head. The  disease  rapidly  advances,  impairing  the  vision, 
and  the  eyeball  may  become  filled  with  tubercular  matter, 
which  frequently  necessitates  enucleation. 

Another  form  occurs  in  the  early  stages  of  pulmonary  tuber- 
culosis, and  runs  a  slow  course.  It  may  last  several  months  and 
be  entirely  relieved  with  the  general  improvement  of  the  patient. 

The  third  form  is  very  serious  and  usually  leads  to  the 
loss  of  the  eye.  There  is  a  single  tubercular  deposit  at  the 
bottom  of  the  anterior  chamber,  involving  the  ciliary  body, 
which  is  very  painful,  and  as  the  tumor  develops  presses  on 
the  cornea,  which  soon  breaks  down.  Even  this  type  may 
yield  to  treatment  and  some  sight  be  preserved. 

As  to  treatment,  the  author  does  not  believe  in  iridectomy, 
and  if  the  disease  resists  the  usual  local  and  internal  treat- 
ment an  enucleation  is  frequently  advised,  to  relieve  the  pain 
and,  if  possible,  prevent  the  infection  of  other  tissues. 
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A  NEW  SET  OF  LACRYMAL  SOUNDS. 
By  CHAS.  H.  BEARD,  M.D., 

CHICAGO, 

Surgeon  to  the  Illinois  Charitable  Eye  and  Ear  Infirmary. 

ABOUT  a  year  ago,  wishing  one  day  to  probe  the  lacrymal 
canal  in  a  case  of  simple  epiphora,  it  so  happened,  while 
looking  around  for  a  suitable  instrument,  that  my  eye  lighted 
on  an  ordinary  gold  temple-wire  of  a  pair  of  spectacles.  It 
struck  me  at  once  that  there  was  the  very  thing.  The  wire 
chanced  to  be  of  the  lightest  grade — quite  elastic — and  the 
ball  at  the  end  was  of  the  tiniest  and  smoothest.  After 
straightening  and  thoroughly  cleansing  my  improvised  sound, 
and  slightly  dilating  the  punctum,  I  proceeded  to  try  it.  Not 
only  was  I  delighted  but  even  astonished,  both  on  my  own 
and  the  patient's  account.  The  little  knob  seemed  to  guide 
the  wire  through  the  windings  of  that  canal  like  a  thing  of 
intelligence. 

As  a  result  of  this  experience  I  had  fashioned,  by  a  manu- 
facturing jeweler,  the  set  of  sounds  represented  actual  size  in 
the  accompanying  illustration.  Numbers  1  and  2  it  was 
thought  best  to  have  made  of  ten  carat  gold,  ;is  this  has 
greater  Strength,  hardness  and  elasticity  than  the  finer  metal, 
to  say  nothing  of  the  Lesser  cost :  whereas  numbers  2  and  4, 
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being  of  larger  size,  both  as  to  spindle  and  wire,  and  destined 
for  other  service — namely,  only  in  cases  where  Bowman's 
operation  has  already  been  performed — are  made  of  eighteen 
carat  gold.  The  old  spectacle  wire  was  of  ten  carat  gold,  and 
as  it  proved  to  be  so  admirably  adapted  to  its  new  use  I  had 
it  cut  to  the  desired  length  and  a  handle  put  on  to  make  it 
conform  to  the  others.  As  will  be  seen  by  the  cuts,  it  is 
identical  with  the  one,  shown  at  the  top,  excepting  that  its 
knob  is  of  someAvhat  greater  diameter — 1  millimeter — and 
perfectly  round,  while  No.  1  is  slightly  elongated.  These 
two  are  excellent  for  purposes  of  exploration  of  the  lacrvmal 
canal;  but  for  systematic  treatment,  as,  for  example,  of  ste- 
nosis from  swollen  lining,  from  cicatricial  bands,  etc.,  those 
with  fusiform  terminals  are  to  be  preferred.  They  pass  both 
backwards  and  forwards  through  the  narrow  places  with  much 

N°-l 

N*£ 

N°3 

N24 


ORIGINAL  Sound 


greater  ease  as  regards  both  operator  and  operated,  and  they 
can  be  insinuated  more  gingerly  and  certainly  into  such  places 
with  the  view  to  local  dilatation.  Indeed,  one  of  the  chief  ad- 
vantages in  the  employment  of  these  sounds  is  one's  ability, 
owing  to  the  peculiar  form  of  the  instrument,  to  feel  along, 
as  it  were,  for  obstructions,  and  thus  to  locate  and  deal  with 
them  by  passing  the  spindle  back  and  forth  through  them — a 
procedure  not  possible  with  rigid  sounds  or  those  that  are 
cylindrical  and  of  uniform  or  nearly  uniform  diameter 
throughout.  The  friction,  instead  of  being  all  the  way  long, 
is  practically  confined  to  the  enlarged  portion  only,  yet  the 
effect  is  that  of  a  probe  of  the  diameter  of  said  enlargement; 
hence  traumatism  and  discomfort  are  both  minimized. 

In  the  manufacture  of  these  sounds  the  strictest  attention 
should  be  given  to  minute  detail  of  form.     To  mention  a  few 
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points,  for  instance,  the  bulb  on  No.  1  and  the  entering  or 
guiding  bulb  on  No.  2  should  not  exceed  3/5  millimeter  in 
diameter,  and  both  should  be  neatly  rounded.  Then,  where 
bulb  joins  spindle,  and  where  spindle  joins  shaft,  there  should 
never  be  an  abrupt  curve,  but  one  part  should  be  made  to 
pass  into  the  other  by  almost  insensible  degrees.  As  to  the 
wire  for  the  smaller  sounds,  it  cannot  be  too  springy,  but 
ought  not  to  be  of  greater  thickness  than  2/5  of  a  millimeter ; 
that  of  No.  1  could  well  be  just  short  of  that.  The  broad 
flat  handle  serves  to  indicate  the  direction  of  the  other  end  of 
the  sound  when  one  chooses  to  give  a  certain  bend  or  curve 
to  the  shaft.  The  two  smaller  sounds  are  introduced  without 
previous  dilatation  of  the  punctum. 

I  have  found  these  sounds  a  real  help  in  certain  cases 
where  I  had  become  discouraged  with  the  older  kinds,  and  I 
trust  my  colleagues  may  adopt  them  with  benefit.  "Every 
little  helps,"  and  we  do  need  help  in  our  efforts  to  relieve 
lacrymal  troubles — deplorable  things  that  they  are. 


Muscular  Spasm  Without  Loss  of  Vitreous. — (Re- 
ported by  Andrew  B.  Gloninger,  M.D.,  in  Am.  Medicine.) 
The  following  case  is  unique  from  the  fact  that  no  loss  of 
vitreous  followed  a  condition  of  muscular  spasm  of  the  most 
violent  nature : 

After  routine  preparatory  treatment  for  four  days  an  iri- 
dectomy was  done  and  the  lens  extracted.  Three  hours  after 
operation  I  found  patient  in  epileptiform  convulsions,  tetanoid 
in  character,  and  in  position  of  opisthotonos.  He  was  en- 
tirely unconscious  and  would  have  thrown  himself  on  the  floor 
if  the  nurse  had  not  been  at  the  bedside;  it  was  necessary  to 
apply  restraining  straps  to  keep  him  in  bed.  A  hypodermic  of 
morplii:i  had  been  given,  and  was  followed  by  chloral  and 
bromide  via  rectum,  and  chloroform  by  inhalation.  The  spasm 
lasted  ;i  half  hour,  and  he  remained  in  the  opisthotonos  posi- 
tion for  fully  two  hours.  There  was  a  slight  recurrence  on 
the  following  morning.  When  consciousness  was  regained 
he  gave  ;i  history  of  having  had  frequent  attacks  of  epilepti- 
form seizures  since  childhood.  When  the  dressings  were  re- 
moved   on    the  fourth  day  the  wound  w;is  found  sealed. 


292  C.  Bard'. 

A  CONTRIBUTION  TO  OUR  KNOWLEDGE  OF 

CORTICAL  BLINDNESS.— TWO  CASES 

OF  BILATERAL  HOMONYMOUS 

HEMIANOPSIA.* 

By  DR.  C.  BARCK, 
ST.  LOUIS. 

SINCE  the  first  communication  by  Hitzig,  in  1875,  on  a 
centre  of  vision  in  the  posterior  part  of  the  cerebrum, 
this  question  has  been  zealousty  studied  by  comparative  anat- 
omists, physiologists,  pathologists  and  oculists.  To  their 
combined  efforts  we  owe  it  that  the  question  in  the  main  can 
now  be  considered  as  solved,  whilst  on  some  points  there  is 
still  considerable  controversy.  The  primary  optic  centers 
(nuclear  centers)  are: 

1.  The  external  geniculate  bodies. 

2.  The  pulvinar. 

3.  The  anterior  quadrigeminal  bodies. 

In  the  first  one  of  these  about  80  per  cent,  of  the  fibers 
of  the  optic  nerve  end,  and  therefore  it  must  be  regarded  as 
the  most  important  nucleus.  The  corpora  quadrigemina  are 
entered  by  the  fibres  for  the  pupillary  reflex  only ;  at  least 
this  is  the  generally  adopted  opinion,  based  upon  experiments 
as  well  as  pathological  findings. 

From  the  primary  centers  the  fibres  pass  caudad  under 
the  name  of  optic  radiation  and  reach  the  convolutions  of  the 
occipital  lobe.  The  exact  extent  of  the  occipital  cortex, 
which  must  be  destroyed  in  order  to  cause  complete  hemi- 
anopsia, is  not  yet  fully  known.  According  to  Munk,  in  the 
ape  the  entire  occipital  lobe  up  to  the  fissura  occipito-parietalis 
is  the  center  of  vision.  In  man  the  same  conclusion  seems  to 
be  justified,  as  in  different  instances  different  parts  of  the  oc- 
cipital lobe  have  been  found  affected ;  but  invariably  the  con- 
volutions around  the  calcarine  fissure  were  implicated,  and 
according  to  Henschen's  analysis  this  is  the  most  important 
part  of  the  visual  area.  The  question  which  is  not  yet 
solved,  and  no  doubt  a  very  interesting  one,  is  the  central 
area  corresponding  to  the  macula  lutea.  The  opinion  of 
Munk,  that  in  the  ape  the  macula  lutea  is  represented  in  the 

*Read  at  the  meeting  of  the  Western  Ophthalmologic  and  Oto-Laryn- 
gologic  Association,  held  in  Cincinnati,  Ohio,  April  11-12,  1901. 
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convolutions  of  the  opposite  occipital  lobe,  which  tire  turned 
towards  the  sulcus  longitudinalis,  can  not  be  accepted  for  the 
human  brain.  The  clinical  experiences  speak  irrevocably 
against  it.     They  are  : 

1.  That  in  unilateral  hemianopsia  the  central  vision  is 
always  preserved,  no  matter  if  the  hemianopsia  is  right  or 
left-sided. 

2.  That  also  in  bi-lateral  hemianopsia,  due  to  succeeding 
lesions  in  both  cortical  centers,  a  small  area  around  the  point 
of  fixation  is  preserved,  with  sometimes  remarkably  good  cen- 
tral vision. 

Of  such  cases  of  double-sided  hemianopsia  there  have  been 
reported  in  literature  up  to  1896  27  instances,  which  were 
collected  by  Kastermann  (Monatschrift  far  Psychiatrie  und 
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Neurologie,  November,  1897.)  Since  about  half  a  dozen 
more  were  published.  I  have  seen  the  following  two  in  my 
practice : 

Case  I. — H.  R.,  59  years  old;  was  first  seen  in  Septem- 
ber, 1889.  A  few  days  prior  to  his  consultation  he  awoke 
with  a  severe  headache  and  had  more  or  less  pain  in  the  head 
ever  since.  Furthermore,  he  noticed  some  disturbance  of 
vision.     No  alteration  of  sensorium,  no  paralysis  or  paresis. 

The  examination  of  the  eyes  revealed  nothing  abnormal 
objectively;  fundi  normal.  Subjectively  there  w; is  ;i  typical 
complete,  right  homonymous  hemianopsia.  The  boundary 
between  the  blind  and  seeing  portions  of  the  fields  was  run- 
ning perpendicular  about  iy20  to  the  right  of  the  center. 
Outlines  of  the  remaining  half  of  the  field  normal.  (See 
Fig.  1.) 
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I  diagnosed  an  affection  of  the  left  occipital  lobe,  probably 
due  to  thrombosis  of  the  arteria  cerebri  posterior.  I  saw  the 
case  a  few  limes  shortly  hereafter,  and  then  once  nearly  a  year 
afterwards.  The  held  of  vision  remained  the  same.  The  cen- 
tral vision,  which  was  at  the  first  examination  6/18  in  the  right 
and  6/24  in  the  left  eye,  had  improved  to  nearly  fi/12  in  each. 
He  could  read  large  type.  The  patient  was  brought  to  me 
again  in  March,  1894.  He  was  nearly  blind  and  had  to  be 
guided.  Fundi  normal.  The  fields  were  reduced  to  a  small 
area  around  the  point  of  fixation,  about  21/2°  wide  and  3/4° 
high.  (See  Fig.  2.)  I  found  the  central  vision  better  than 
I  expected — 6/5o  and  fi/60  respectively.  But  he  was  not  able  to 
orientate  himself,  either  on  the  street  or  even  in  his  own 
room.     He  had  lost  the  memory  for  places.     This  want  of 
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orientation  and  memory  for  places  in  spite  of  the  persisting 
central  vision  is  one  of  the  symptoms  of  Munk's  so-called 
"  Seelen-blindheit,"  mental  blindness,  and  is  in  all  probability 
due  to  an  interruption  of  the  visual  associate  fibres  between 
the  cortex  of  the  occipital  lobe  and  the  other  centers  of  the 
cerebrum,  center  of  speech,  etc.  The  diagnosis  could  only 
be  that  of  destruction  of  the  right  occipital  lobe,  including 
the  mentioned  tracts. 

Also  this  time  there  were  no  complications,  the  mental 
functions  not  considerably  affected,  so  that  the  clinical  picture 
was  quite  a  clear  and  precise  one.  I  saw7  the  gentlemen  at 
intervals  about  three  or  four  times  afterwards.  The  field  of 
vision  did  not  change  materially,  whilst  the  central  vision  im- 
proved considerably.     At  the  last  visit,  in  October,  189H,  he 
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was  able  to  read  large  type.  The  color  perception  was  im- 
paired, but  not  altogether  lost.  His  main  complaint  was  still 
his  difficulty  in  orientation.  He  died  a  few  months  after- 
wards, and  unhappily  I  was  not  able  to  secure  a  post-mortem. 
Cask  II. — Wm.  B.,  age  57;  was  first  seen  on  the  21st  of 
June,  1898.  The  history  which  could  be  obtained  was  not 
very  clear.  He  had  a  stroke  of  apoplexy  about  three-quarters 
of  a  year  previously,  which  caused  a  nearly  complete  paralysis 
of  the  left  arm  and  leg.  At  the  same  time  his  vision  became 
affected  in  a  manner  which  he  could  not  describe  any  more 
closely.  The  eyes  were  not  examined  at  that  time;  for  the 
palsy  he  was  under  treatment  of  his  family  physician.  This 
improved  slowly  and  at  the  same  ratio  as  his  sight,  till  a  week 
ago.     Since  then  he  complained  of  headaches  and  noticed  a 
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considerable  decline  of  vision,  which  prompted  a  consultation. 

I  found  the  external  appearance  of  the  eyes  and  the  fundi 
normal.  V.  R.=y6o,  V.  S.=fingers  at  1  meter.  The  visual 
gelds  showed  a  complete  left  and  a  partial  right  hemianop- 
sia. The  boundary  line  to  the  left  was  running  perpen- 
dicular about  1°  to  the  left  of  the  point  of  fixation.  In  the 
right  half  there  was  an  area  left  which  extended  10°  to  15° 
horizontally  at  the  widest  part  and  35°  to  40°  vertically. 
Fig.  3  represents  more  closely.  The  color  perception  was 
good.  Besides  the  paresis  on  the  left  arm  and  leg  there  was 
a  weakness  of  memory  and  generally  a  slow  cerebral  ion. 
Orientation  was  not  mat eri ally  affected. 

I  arrived  at  the  diagnosis  of  bilateral  homonymous  hemi- 
anopsia; that  at  the  time  of  the  apoplexy  the  right  occipital 
lobe    w;i>    implicated,    causing    a    typical    and    complete    left 
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hemianopsia,  and  that  shortly  before  his  visit  the  left  occipi- 
tal lobe  became  affected,  causing  an  incomplete  right  hemi- 
anopsia. 

The  patient  improved  slowly  in  every  regard.  The  next 
time  I  saw  him  was  on  the  17th  of  November,  1898.  The 
central  vision  had  increased  to  6/30  in  the  right  and  fi/24  in  the 
left  eye.  He  was  able  to  read  Snellen  VII.  with  the  proper 
correction  (-{-  4.0).  The  left  half  of  the  field  unaltered,  the 
seeing  area  of  the  right  increased  (See  Fig.  4.) 

He  visited  afterwards  some  sanitaria,  and  I  did  not  see 
him  till  February,  1900.  His  general  condition  had  continued 
to  improve,  and  so  had  the  sight.  It  was  6/io  in  each  eye; 
could  read  Sn.  III.  and  even  II.  with  difficulty.  The  field 
of  the  right  half  was  again  enlarged,  that  of  the  left  remain- 
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ing  blind.  At  his  last  visit,  end  of  1900,  the  findings  'were 
the  same.  The  conclusion  we  must  arrive  at  is  that  the  le- 
sion of  the  right  occipital  lobe  is  irreparable,  whilst  that  of 
the  left  was  of  a  milder  character,  amenable  to  improvement. 

Of  the  mentioned  number  of  reported  cases  of  bilateral 
hemianopsia,  we  possess  five  post-mortem  examinations.  Of 
these  in  two  (of  Schmidt-Rimpler  and  Peters)  symptoms  and 
the  lesions  found  were  so  complicated  and  manifold  that  they 
are  hardly  available  for  the  solution  of  the  question  which  in- 
terests us.  Only  the  remaining  three  presented  an  uncom- 
plicated and  clear  picture,  and  are  therefore  of  high  value. 

As  some  of  these  original  communications  are  not  easily 
accessible  I  take  the  liberty  to  quote  them  briefly : 

1.    Case   of  Forster  and  Sachs  (clinical  picture  in  Arch. 
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far  Ophthalmology,  Vol.  36,  1890.  Post-mortem  in  Ar- 
beiten  aus  der  Psychiatrischen  Klinik  in  Breslau,  1895.) 
Man  of  44.  In  November,  1884,  sudden  and  complete  right 
hemianopsia.  Vision  %  ;  rose  nearly  to  the  norm  within  the 
next  month,  so  that  the  patient  could  resume  his  occupation. 
In  August,  1899,  left  hemianopsia  developed  within  a  few 
days.  Only  a  small  central  part  of  the  field  remained,  ex- 
tending l°to  the  right,  3°  to  the  left,  XA°  upward  and  2%° 
downward  from  the  point  of  fixation.  Central  vision  at  first 
K ,  rose  afterwards  to  %  .  Color  perception  entirely  lost. 
Orientation  also  entirely  lost,  whilst  patient  was  able  to  read 
and  write.     Exitus  in  1893. 

The  post-mortem  showed  in  both  hemispheres,  quite  sym- 
metrically, a  large  defect  on  the  mesial  surface  of  each  occip- 
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ital  lobe.  It  implicated  also  a  large  portion  of  the  convex 
surface.  The  microscopical  examination  revealed  that  of 
every  occipital  lobe  all  the  medullary  layers  mesially  and  be- 
low the  ventricle  were  destroyed.  Only  a  small  anterior  par- 
ticle of  the  cuneus  and  the  hindermost  portion  of  the  fissura 
calcarina  were  apparently  left  intact. 

2.  Case  of  Kaestermann  (loco  citato),  1896.  First  right 
hemianopsia.  Three  years  afterwards  left  hemianopsia,  with 
the  exception  of  a  peripheral  zone  in  left  half  of  field.  Color 
perception  lost;   want  of  orientation  ;   mental  blindness. 

Post-mortem  showed  both  occipital  lobes  destroyed  by 
softening.  Only  in  the  area  of  the  fissura  calcarina  there 
were  two  symmetrically  located  places,  at  the  floor  of  each 
Sssura  close  to  the  edge  of  the  occipital  lobes,  which  had  re- 
mained intact. 
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3.  Case  of  Laqueur  (  Bericlit  der  OpthaJ.  Gesel.,  Heidel- 
berg, 1898).  Patient,  (32  years  old:  was  Buffering  since  14 
years  from  chronic  nephritis  and  arteriosclerosis.  On  June 
15,  1897,  accompanied  by  severe  headache,  a  complete  hemi- 
anopsia developed.  On  29th  of  July  he  became  suddenly  en- 
tirely blind.  Examination  by  Prof.  L.  two  months  after  the 
last  attack.  V.R..  =  2/5,  V.L.=5/9  The  field  of  vision 
measures  l]/2°  in  the  horizontal  and  2-21  •/  in  the  vertical  di- 
rection. Orientation  and  sense  of  Locality  gone.  Within  the 
next  year  no  change  of  field,  but  improvement  of  central 
vision,  so  that  he  could  finally  read  Yaeger  \<>.  1.  Kxitus  on 
on  the  6th  July,  1898. 

Post-mortem  by  Recklinghausen.  The  basal  blood  vessels 
of  the  brain  show  atheromatous  degeneration.  On  the  left 
hemisphere  there  is  a  place  in  the  second  branch  of  the  ar- 
teria  cerebri  posterior  l  -  mm.  Long  where  the  blood  vessel 
does  not  collapse,  and  does  not  contain  blood.  Introduction 
of  probes  from  both  sides  proves  thai  here  the  lumen  is 
firmly  closed  to  the  extent  of  10  mm.  The  continuations  of 
the  obliterated  artery  arc  open  and  contain  blood.  On  the 
basis  of  the  right  hemisphere,  in  spite  of  careful  searching, 
no  obliteration  of  the  artery  could  be  detected. 

The  most  prominent  microscopical  changes  of  the  cere- 
brum were  found  on  the  mesial  and  lower-  surface  of  the  two 
hemispheres.  In  the  left  hemisphere  the  entire  cuneus,  the 
gyrus  lingualis  and  gyrus  fusiformis  were  totally  sunken  and 
softened.  Forward  the  softening  reaches  t<>  the  branching 
of  the  art.  prof,  cerebri.  The  two  inner-  convolutions  of  the 
lower  surface  are  entirely  destroyed. 

In  the  right  hemisphere  the  cuneus  is  softened,  but  not 
fully  destroyed.  A  considerable  portion  of  its  upper  convo- 
lution against  the  convexity  is  left  intact.  Downward  the 
softening  extends  into  the  posterior  portion  of  the  gyrus  lin- 
gualis up  to  y2  cm.  from  the  edge  of  the  occipital  lobe. 
Forward  it  extends  along  the  fissura  calcarina  also  to  the 
branching  of  the  art.  prof,  cerebri. 

All  the  other  parts  of  the  brain  were  found  normal. 

Prior  to  our  knowledge  of  bi-lateral  hemianopsia  (com- 
mencing in  1890)  the  explanation  for  the  preservation  of  cen- 
tral vision  in  unilateral  hemianopsia  was  that  the  macula 
lutea  region    was  provided  for   by  both  occipital  lobes,  and 
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that  after  destruction  of  one  the  other  assumed  the  function. 
The  main  supporters  of  this  theory  were  Gowers,  Knies  and 
Wilbrand.  It  is  no  doubt  insufficient  to  explain  the  remaining 
central  vision  in  bilateral  hemianopsia. 

Forster  drew  from  the  findings  in  his  case  the  conclusion 
that  the  macula  lutea  Avas  represented  in  the  convolutions 
around  the  posterior  portion  of  the  fissura  calcarina.  Kaest- 
ermann's  case  would  support  this  opinion.  Henschen,  on 
the  other  side,  arrives  at  the  opposite  conclusion,  that  the 
convolutions  around  the  anterior  portion  of  the  fissura  calca- 
rina represent  the  macula.  Laqueur's  case  would  speak  for 
this  opinion. 

Evidently  no  conclusion  can  be  drawn  from  a  few  cases, 
and  the  solution  of  this  problem  must  be  left  to  the  future. 
Monak  (on  brain  diseases  in  Nothnagel),  after  a  careful  revi- 
sion of  all  the  known  cases,  ventures  to  express  the  following 
idea  : 

1 .  That  the  macula  is  especially  richly  represented  in  the 
external  geniculate  bodies. 

2.  That  it  is  represented  at  no  special  portion,  but  by  the 
entire  cortex  of  the  occipital  lobe. 

DISCUSSION. 

Dk.  W.  O.  Stillsox,  Indianapolis. — I  will  not  take  much 
time  in  the  discussion  of  this  paper,  because  it  would  take  a 
whole  afternoon  to  do  it  justice;  but  I  commend  Dr.  Barck 
and  thank  him  for  the  paper,  which  was  very  interesting  to 
me  and  to  every  one  interested  in  ophthalmology.  It  was 
worth  a  trip  here  to  hear  this  paper.  I  have  had  a  good  deal 
of  trouble  in  locating  these  lesions ,  and  the  doctor's  paper 
has  made  it  plain.  This  is  of  interest  to  the  neurologist  as 
well  as  the  ophthalmologist.     I  thank  him  greatly. 

i)n.  W.  L.  Dayton,  Lincoln,  Neb. — I  would  also  thank 
Dr.  Barck  for  this  paper,  and  I  hope  we  may  see  it  in  print 
early  thai  we  may  digest  it  carefully.  I  am  very  much  inter- 
ested, inasmuch  as  1  have  a  case  of  a  distinguished  gentle- 
man, who  has  been  colonel  of  the  regiment  which  Bryan 
raised:  he  has  been  exposed  to  the  climate  of  Colombo.  He 
is  a  man  of  wonderful  physique.  When  he  was  first  attacked 
I  think  he  was  in  bed  sufferintr  from  an  attack  of  catarrhal 
fever;  there  was  homonymous  hemianopsia. 
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HYALINE  DEGENERATION  OF  THE  CORNEA, 

WITH  REPORT  OF  THREE  CASES.* 

By  OSCAR  DODD,  M.D., 

CHICAGO, 

Surgeon  (Eye  Department)  Illinois  Charitable  Eye  and  Ear  Infirmary;  Oculist  and 
Aurist  at  the  Augustana  and  St.  Joseph's  Hospitals. 

THE  hyaline  is  said  to  be  the  most  common  form  of  degen- 
eration of  the  cornea,  being  one  of  the  products  of  a 
transformation  of  the  albuminoids  due  to  defective  nutrition. 
It  may  affect  the  epithelium  alone  or  the  substantia  propria 
of  the  cornea  as  well.  The  degeneration  is  accompanied  by 
an  infiltration  of  fine  dots,  granules  or  larger  globules  of  a 
highly  refracting  material,  differing  from  amyloid  or  colloid 
in  their  reaction  to  certain  stains. 

As  examples  of  the  clinical  conditions  in  which  it  occurs, 
arcus  senilis  is  the  most  common  form  affecting  the  corneal 
tissue  proper.  The  epithelium  may  be  affected  alone,  as  in 
bullous  and  filamentous  keratitis,  where  the  changes  take 
place  rapidly  and  the  degenerated  tissue  is  exfoliated.  A 
much  more  chronic  condition  is  that  known  as  "  Band-Shaped 
Keratitis,"  "Transverse  Films  of  the  Cornea,"  and  by  va- 
rious other  names,  where  the  degeneration  takes  place  both  in 
the  epithelium  and  the  deeper  tissues,  and  is  followed  by  a 
deposit  of  lime  salts. 

The  three  cases  which  I  shall  report  belong  to  this  chronic 
form  but  differ  clinically  very  much  from  most  of  the  cases 
reported.  The  first  case  was  one  with  a  marked  hyperplasia 
of  the  epithelium,  probably  associated  with  a  hyaline  deposit. 
Mr.  P.,  aged  65  years,  came  to  my  office  in  October,  1898. 
He  was  a  master  mechanic  of  one  of  the  large  railroads,  and 
his  work  required  considerable  application  as  well  as  exposure. 
He  had  noticed  a  small  growth  on  his  right  eye  for  ten  or 
fifteen  years,  probably  a  pinguecula.  In  December,  1895, 
his  eye  began  to  give  trouble,  and  in  April,  1896,  he  had  a 
pterygium  removed  by  the  local  physician.  In  June,  1896, 
he  consulted  the  late  Dr.  Tilley,  who  operated  and  later  cau- 
terized it  with  medicines  several  different  times  at  intervals 
of  some  weeks  apart.     When  I  first  saw  him  the  eye  had  gone 

*Kead  at  the  meeting  of  the  Western  Ophthalmologic  and  Oto-Laryn- 
gologic  Association,  held  in  Cincinnati,  Ohio,  April  11-12,  1901. 
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some  time  without  treatment,  and  recently  it  had  become  so 
irritable  he  could  not  use  the  other  eye  for  his  work. 

The  palpebral  conjunctiva  was  practically  normal.  The 
eyeball  was  very  much  congested,  a  great  many  vessels  run- 
ning up  to  the  cornea.  On  the  cornea  were  two  thick  whitish 
masses,  one  on  the  nasal,  the  other  on  the  temporal  side,  cov- 
ering about  two-fifths  of  the  whole  surface.  Between  the 
masses  and  above  and  below  them  the  cornea  was  opaque  and 
vascular,  but  not  much  elevated.  The  surface  of  the  masses 
was  rough  and  warty  in  appearance  and  not  as  vascular  as 
the  remainder  of  the  cornea.  His  vision  in  that  eye  was 
reduced  to  shadows.     The  other  eye  was  normal. 

I  operated  at  the  hospital  under  cocaine  anaesthesia, 
scraping  off  all  the  opaque  material  and  then  cauterizing  the 
roughened  places  with  the  galvano-cautery.  I  found  the  pro- 
liferation was  entirely  epithelial,  removing  easily  from  Bow- 
man's membrane  and  not  affecting  the  substantia  propria. 
The  lumps  were  rather  hard  and  came  off  in  large  pieces. 
Unfortunately  the  nurse  destroyed  the  specimens,  so  I  could 
not  examine  them  microscopically. 

The  surface  healed  readily,  leaving  the  epithelium  some- 
what irregular,  with  a  slight,  diffuse  opacity.  The  eye  be- 
came quiet  and  the  vascularity  disappeared.  Two  years  later, 
when  I  examined  him,  I  found  the  eye  norma]  in  appearance, 
except  a  slight  opacity  and  irregularity  of  the  surface  of  the 
cornea.     The  vision  in  that  eye  was  6/22,  with  a  -f  2.D.  sph. 

A  point  worthy  of  notice  in  this  case  is  the  etiology.  It 
occurred  after  the  removal  of  a  pterygium,  and  its  growth  was 
probably  furthered  by  the  irritating  applications  made  to  it. 
At  a  recent  meeting  of  the  Chicago  Ophthalmologics!  Society 
Dr.  Wilder  presented  a  case  having  a  similar  history  and 
almost  like  it  in  appearance.  There  had  been  a  pterygium 
removed  a  few  months  before,  following  which  the  growth 
made;  its  appearance.  He  was  able  to  improve  the  conditions 
by  removing  it,  so  the  vision  increased  from  the  perception  of 
shadows  to  2%oo.  Dr.  Payne  of  San  Francisco  reports  a  case 
similar  to  this  in  a  man  aged  33,  who  had  worked  in  a  smelter 
where  lie  had  been  exposed  to  the  dust  and  irritating  fumes. 

Hi-  eve  trouble   had    existed    twelve   years.       He  had  a  diffuse 
epithelial     deposit     covering     almost     the    entire    cornea,    but 
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thickest  near  the  center,  where  it  appeared  very  uneven,  in 
sonic  places  lumpy.  Around  the  margin  it  appeared  flat  and 
almost  transparent. 

The  second  case,  Mrs.  J.  M.,  aged  39,  came  to  my  office  in 
October,  1900,  with  the  following  history:  Her  eye  trouble 
began  when  a  child  of  two  years,  with  a  severe  inflammation 
lasting  several  months.  Since  that  time  at  intervals  she  had 
had  attacks  of  inflammation  of  the  e\(^,  lasting  one  or  two 
days  and  then  subsiding.  She  was  able  to  do  her  school 
work  and  later  the  duties  of  the  house,  as  sewing,  etc., 
although  with  difficulty  at  times,  until  about  six  months  be- 
fore coming  to  me,  when  she  became  unable  to  read.  Her 
general  health  had  always  been  good,  and  she  appeared  strong 
and  healthy  with  the  exception  of  her  eyes. 

She  had  a  great  deal  of  photophobia,  and  the  light  caused 
her  severe  pain.  The  lids  were  heavy  and  thickened,  and  she 
was  unable  to  open  them  well.  The  ptosis  was  probably 
caused  by  her  having  kept  them  partially  closed  so  long.  The 
conjunctiva  was  about  normal.  Some  ciliary  congestion  was 
present,  and  on  each  cornea  were  several  translucent,  whitish 
spots  considerably  raised  above  the  surface.  They  were  about 
the  size  of  a  pin-head,  or  a  little  larger,  the  left  cornea  having 
the  greater  number.  The  spots  were  superficial  and  probably 
located  on  the  site  of  former  ulcerations.  Most  of  the  re- 
mainder of  the  cornea  was  transparent,  but  at  the  upper  part 
of  each  cornea  was  a  leucoma  —  more  dense  on  the  left  eye. 
She  could  count  lingers  at  ten  feet  with  either  eye,  and  her 
vision  could  not  be  improved  either  by  glasses  or  dilation  of 
the  pupils. 

I  operated  the  next  day,  under  cocaine  anesthesia,  on  her 
right  eye.  Most  of  the  spots  separated  easily  from  the 
cornea,  not  extending  deeper  than  Bowman's  membrane. 
One  spot  near  the  scleral  margin  extended  beyond  the  limits 
of  Bowman's  membrane  into  the  deeper  layers,  leaving  a 
rough  surface  after  removal.  Healing  took  place  readily,  the 
epithelium  forming  over  the  denuded  spots,  writh  no  marked 
infiltration  into  the  deeper  structures,  except  at  the  spot  near 
the  margin.  What  infiltration  there  was  gradually  disap- 
peared until  only  a  slight  opacity  marked  the  sites  of  the  for- 
mer spots. 
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Two  weeks  later  I  scraped  the  opacities  from  the  left  eve. 
but  found  it  more  difficult  than  the  right.  Several  of  them 
were  near  the  corneal  margin,  so  they  did  not  separate 
well  from  the  underlying  tissue.  Healing  took  place  readily. 
as  in  the  other  eye,  but  more  opacity  remained.  Two  weeks 
later,  when  she  returned  home,  her  vision  was  ,; /15  in  her  right 
eye  and  6/22  m  the  left. 

She  returned  the  latter  part  of  January,  this  year,  with 
her  eyes  greatly  improved.  The  photophobia  and  iacryma- 
tion  were  largely  gone,  but  the  eyes  would  become  congested 
on  handling.  There  was  some  opacity  where  the  spots  form- 
erly were,  and  some  irregularity  of  the  corneal  epithelium. 
The  eyelids  were  heavy,  and  the  ptosis  could  not  be  over- 
come even  by  extreme  effort.  Her  vision  was  °/12  in  the  right 
eye,  with  a  -f-  3.D.  sph.,  and  in  the  left  6/i5,  with  a  -f-  2.D.  sph. 
In  this  case  we  probably  have  a  hyaline  infiltration  under- 
neath the  hypertrophied  epithelium  at  the  sites  of  the  old 
ulcerations.  That  the  condition  is  rare  would  be  shown  by 
the  fact  that  when  I  presented  the  case  before  the  Chicago 
Ophthalmol ogical  Society  no  one  had  seen  a  similar  condition. 
Nuel  has  described  the  condition  and  gives  a  cut  of  the 
microscopical  appearance  in  his  article  on  Diseases  of  the 
Cornea  in  the  Norris  and  Oliver  System  of  Diseases  of  the 
Eye.  In  that  specimen  the  hyaline  infiltration  is  under  the 
epithelium  and  is  infiltrated  with  calcareous  material. 

In  the  following  case  the  degeneration  affected  all  the 
layers  of  the  cornea.  The  calcareous  precipitate  in  the  super- 
ficial part  was  probably  a  later  development. 

Miss  O.  S.,  aged  19,  came  to  my  office  in  July,  1900,  to 
consult  me  regarding  an  operation  to  improve  her  sight.  She 
gave  the  following  history:  Her  eye  trouble  dated  from  a  se- 
vere inflammation  when  she  was  7  years  of  age.  Her  eyes 
were  never  strong  after  that,  but  she  was  able  to  do  her 
school  work  until  >i\  years  later,  when  she  had  an  inflamma- 
tion lasting  several  months.  This  left  the  eyes  in  had  condi- 
tion and  she  would  have  frequent  attacks  of  inflammation 
Lasting  one  or  two  days.  Her  genera]  health  had  been  good, 
but  her  color  was  pale  and  waxy,  and  she  had  very  little  en- 
durance. 

There  was  a  greal  deal  of  irritation  of  the  vyvs  and  photo- 
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phobia.  The  palpebral  conjunctiva  was  about  normal,  but 
there  was  some  circum-corneal  congestion  and  lacrymation. 
The  cornea  was  full  of  fine,  whitish  dots,  some  of  them  so 
small  they  could  only  be  seen  with  a  strong  lens.  Appar- 
ently the  whole  thickness  of  the  cornea  was  involved,  but  they 
were  most  dense  in  a  circle  about  the  pupil  in  each  eye.  At 
this  point  they  were  larger  and  more  superficial  and  gave  a 
slightly  uneven  appearance  to  the  surface  of  the  epithelium, 
which  was  smooth  over  the  remainder  of  the  cornea.  The 
larger  spots  looked  like  deposits  of  some  foreign  substance, 
as  lead  or  chalk.  Her  vision  was  */&  in  the  right  eve  and 
in  the  left.  Under  atropia  it  improved  to  H/M  in  each  eye. 
The  fundi  were  normal  as  far  as  could  be  seen. 

Hearing  that  she  had  consulted  Dr.  Westcott  a  few  jean 
before,  I  saw  her  in  consultation  with  him,  and  he  gave  me 
the  following  notes  from  his  record:  He  saw  her  in  May. 
1897,  when  she  complained  of  the  eyes  watering  and  being 
sticky  in  the  morning,  and  of  headache  over  the  eyes.  The 
conjunctiva  was  roughened  and  the  cornea  was  dotted  wit  li  very 
fine  opacities,  apparently  superficial.  The  vision  was  -"/.-.n  in 
each  eye,  and  under  atropia  with  a  correcting  glass  it  was 
slightly  improved.  He  said  the  spots  in  the  cornea  were 
much  larger  and  more  numerous  than  when  he  first  saw  her. 

I  scraped  the  central  opacities  from  the  left  cornea  with  a 
curette  as  thoroughly  as  possible.  They  came  off  in  chunks 
like  grains  of  sand,  leaving  holes  quite  deep  in  the  cornea.  I 
was  able  to  remove  most  of  the  larger  spots,  but  some  were 
so  firmly  imbedded  in  Bowman's  membrane  or  below  it  that  I 
did  not  think  it  best  to  dig  so  deep  for  them.  The  epithe- 
lium re-formed  surprisingly  well,  leaving  the  surface  quite 
smooth  but  with  slight  opacity  where  the  spots  were  removed. 
Eight  days  after  the  operation  her  vision  was  r,/15  and  with  a 
-f  75  D.  cyl.  =  6/12. 

About  a  month  later  I  operated  on  the  other  eye  and  ob- 
tained an  equally  good  result,  so  that  a  few  days  after  her 
vision  was  6/12  with  each  eye.  The  larger  white  spots  which 
formed  the  ring  about  the  pupil  were  mostly  removed,  but 
some  of  the  deeper  ones  remained. 

Gronouw  reported  two  cases  that  were  similar  to  this  in 
their  clinical  appearance,  both  eyes  being  affected.     He  had 
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watched  one  case  for  ten,  the  other  for  eleven  years,  with  no 
marked  change  except  the  gradual  increase  in  the  size  and 
Dumber  of  the  spots.  In  one  case — a  man,  aged  50 — the 
margin  of  the  cornea  was  quite  clear,  while  the  center  was 
filled  with  a  great  number  of  gray  opacities.  They  were 
irregularly  round;  part  of  them  were  separate  and  part  in 
groups.  The  larger  ones  were  the  size  of  a  poppy  seed,  with 
smaller  ones  between,  and  some  fine  stripes  and  lines  between 
the  opacities.  They  were  in  all  layers  down  to  Descemet's 
membrane.  There  was  no  inflammation  and  very  little  circum- 
corneal  congestion.  His  vision  decreased  from  2/5  in  1889  to 
3/60  in  1897.  In  the  second  case — a  girl,  aged  17 — the 
opacities  were  in  the  central  part  of  the  cornea  and  were  more 
dense  than  in  the  other  case.  The  epithelium  was  raised  and 
uneven  in  the  center  but  not  in  the  other  parts  of  the  cornea. 
The  small  spots  extended  through  to  the  deeper  layers. 
He  removed  some  of  the  cornea  for  microscopical  examina- 
tion, as  I  shall  mention  when  discussing  the  pathology. 

As  to  the  cause  of  this  trouble  we  know  very  little.  That 
in  the  first  case  the  pterygium  and  the  subsequent  irritating 
treatments  were  a  factor  there  can  be  no  doubt.  In  the  sec- 
ond case  we  have  the  trouble  beginning  as  a  probable  sequel 
of  a  corneal  ulceration,  with  the  irritation  of  subsequent  re- 
curring inflammations.  I  have  seen  two  cases  in  consultation 
with  other  oculists,  where  a  previous  ulceration  was  given  as 
the  cause  of  a  hyperplasia  at  one  point,  similar  in  appearance 
to  the  spots  in  this  case — only  larger.  It  is  not  so  easy 
to  understand  the  cause  of  the  third  case.  Any  inflammation 
severe  enough  to  interfere  with  the  nutrition  of  the  cornea 
and  produce  the  changes  in  the  corneal  cells  should  have  left 
some  other  mark.  Of  the  two  cases,  similar  to  this,  reported 
by  Gronouw,  one  had  had  a  mild  inflammation  of  the  eyes 
prior  to  the  development  of  the  trouble,  but  the  other  had 
never  had  previous  trouble. 

Nettleship  considers  cardiac  and  kidney  trouble,  as  well  as 
the  gouty  diathesis,  as  probable  causes  of  the  form  of  degen- 
eration known  as  "Band-Shaped  Keratitis,"  while  Galezow- 
ski  found  phosphaturia  present  in  three  cases  of  calcareous 
infiltration  of  the  cornea,  and  considered  it  the  cause. 

In  my  statement  of   the  pathology  I  shall  have  to  depend 


306  Oscar  Dodd. 

more  upon  the  reports  of  the  eases  quoted  than  upon  my  now 
examinations.  I  saved  the  specimens  from  the  second  case, 
hut  they  were  very  small,  and  so  hard  that  it  was  impossible 
to  make  good  sections.  They  appeared  to  be  a  hyperplasia 
of  the  epithelium  which  had  undergone  some  change,  with 
probable  calcareous  infiltration,  but  the  sections  were  not  thin 
enough  to  make  the  differential  stain.  The  methods  of  stain- 
ing for  the  differentiation  of  hyaline  have  been  so  varied  that 
it  is  hard  to  reconcile  their  results.  According  to  the  latest 
authorities  on  pathological  technique,  the  old  methods  of 
staining  were  unreliable  and  frequently  gave  contrary  results. 
Whether  the  new  differential  stains  will  cause  us  to  modify 
the  statements  made  regarding  hyaline  degeneration  remains 
to  be  proved.  For  instance,  Fuchs  found  that  a  hyaline  de- 
generation was  one  of  the  principal  changes  in  the  pinguecula. 
He  arrived  at  quite  different  results,  however,  than  v.  Reck- 
linghausen in  his  work  on  that  subject. 

The  pathological  conditions  in  my  cases  were  very  proba- 
bly similar  to  those  occurring  in  band-shaped  keratitis,  and 
described  by  Treacher  Collins  as  follows :  A  formation  of 
laminated  fibrous  tissue  is  present  at  the  anterior  part  of  the 
cornea  between  the  epithelium  and  the  normal  situation  of 
Bowman's  membrane,  which  in  most  cases  contains  a  granu- 
lar material,  either  collected  in  masses  or  more  loosely  distri- 
buted in  the  epithelium.  No  blood  vessels  are  found  in  this 
new  fibrous  tissue.  Granular  hyaline  or  entirely  granular 
bands  are  found  at  the  posterior  part  of  the  new  tissue,  in 
some  cases  forming  a  sharp  line  between  it  and  the  substantia 
propria.  Where  the  hyaline  granular  bands  exist  Bowman's 
membrane  is  never  found  in  contact  with  the  epithelium. 
These  bands  may  be  found  directly  continuous  with  How- 
man's  membrane,  so  there  can  be  no  doubt  that  they  are  por- 
tions of  it  which  have  become  granular  and  divided  up.  De- 
generative changes  are  found  in  the  epithelium  in  the  region 
of  the  film.  Calcareous  material  Avas  found  in  all  the  cases 
examined. 

Gronouw  found  in  the  case  he  examined,  which  was  like 
the  last  one  I  reported  in  clinical  appearance,  that  there  were 
round  masses  and  stripes  of  a  transparent  homogeneous  sub- 
stance lying  under  the  epithelium  and  in  the  substantia  pro- 
pria.    The  spots  were  colored  intensely  red  by  eosin,  stained 
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a  light  brown  with  iodine,  and  did  not  change  on  the  addition 
of  acids  corresponding  to  the  tests  for  v.  Eecklinghausen's 
hyaline.  He  thought  that  the  smallest  opacities  seen  in  the 
cornea  were  caused  by  the  changed  corneal  cells,  as  they 
were  so  swollen  that  the  nuclei  would  not  stain.  It  is  pro- 
liable  that  these  were  the  beginning  of  changes  from  which 
the  hyaline  substance  is  developed.  Fuchs,  in  his  article  on 
Superficial  Punctate  Keratitis,  also  takes  the  view  that  the 
fine  spots  seen  in  the  cornea  are  the  swollen  corneal  cells. 

Following  the  hyaline  degeneration  we  frequently  have  a 
deposit  of  lime  salts.  This  is  particularly  noticeable  in  band- 
shaped  keratitis,  occurring  as  it  frequently  does  in  old,  de- 
generated eyes,  following  injury  or  glaucoma. 

As  to  treatment,  nothing  is  of  benefit  except  removal  of 
the  degenerated  tissue  when  it  is  superficial.  The  thorough 
removal  of  the  abnormal  tissue  has  been  followed  by  the  for- 
mation of  normal  epithelium  in  all  the  cases  I  have  seen,  with 
the  attending  of  the  irritation  and  congestion.  In  those  cases 
affecting  the  deeper  layers  of  the  cornea,  with  calcareous  in- 
filtration near  the  surface,  some  benefit  may  be  obtained  by 
scraping  out  the  most  superficial  deposits.  That  they  will 
return  later  is  very  probable. 

Since  writing  this  paper  I  have  had  a  case  similar  to  those 
reported,  but  developing  more  rapidly.  About  six  months 
ago  the  woman  had  an  ulceration  of  the  cornea,  which  started 
at  the  margin  and  extended  quite  a  distance.  Following  the 
ulceration  the  eye  remained  irritable  and  the  opacity  grew 
more  dense.  On  the  temporal  side  of  the  cornea,  extending 
nearly  to  the  pupil,  was  an  opacity,  raised  slightly  above  the 
surface,  part  of  which  was  translucent  and  quite  vascular,  and 
part  of  it  being  infiltrated  with  a  white  material,  probably  cal- 
careous. There  was  some  circum-corneal  congestion  and  the 
eve  was  quite  irritable.  It  will  probably  be  necessary  to 
scrape  the  surface  thoroughly  before  the  eye  will  become 
quiet  and  not  give  trouble. 

The  preceding  cases  show  that  we  may  have,  in  otherwise 
healthy  eyes,  a  hypertrophy  of  the  corneal  epithelium,  asso- 
ciated with  a  degeneration,  simulating  in  its  appearance  ;i 
new  growth,  and  thai    this    hypertrophy   maybe   removed, 

leaving  a  serviceable  eye. 
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DISCUSSION. 

Dr.  Ayres,  Cincinnati. — I  have  been  very  much  interested 
in  this  subject.  These  eases  constitute  a  group  distinct  from 
the  ordinary  corneal  diseases.  I  have  had  sojne  cases  where 
I  scraped  the  cornea,  but  whether  there  was  hyaline  defener- 
ation or  not  I  am  unable  to  say.  The  first  case  I  will  men- 
tion is  that  of  a  lady  who  came  to  me  Last  October.  In 
August  she  had  an  inflammation  from  which  she  apparently 
recovered  and  then  relapsed,  and  when  I  saw  her  there  was  m 
the  center  of  this  old  sear  a  depression  and  one  of  those  ne- 
crotic processes  which  are  slow  to  heal.  The  eye  was  sensi- 
tive and  painful.  These  are  the  cases  where  curetting  and 
scraping  are  followed  by  very  excellent  results.  I  curetted 
the  cornea  and  removed  the  necrotic  tissue.  It  did  not  ap- 
pear, however,  to  be  calcareous,  but  the  removal  of  this  tissue 
was  promptly  followed  by  a  restoration  of  the  epithelium  and 
the  surface  healed  over.  I  had  last  year  an  interesting  case 
of  injury  to  the  cornea.  The  gentleman  was  thrown  from  his 
carriage  and  two  or  three  days  after  suffered  from  pain  in  the 
left  eye.  Examining  it,  lirst  I  could  see  no  wound,  but  the 
eye  was  very  painful.  I  ordered  cocaine  locally.  The  next 
day  the  epithelium  over  the  center  of  the  cornea  was  elevated. 
On  the  following  day  I  tore  off  this  epithelium  around  to  the 
healthy  epithelium  and  kept  the  eye  bandaged,  and  in  a  short 
time  the  epithelium  was  restored.  That  probably  was  trau- 
matic, the  trouble  arising  from  the  fall  from  the  carriage. 
The  next  is  the  case  of  a  young  man  in  the  city.     A  few 
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years  ago  he  came  in  with  a  violent  inflammation.  There 
were  greyish  spots  in  the  epithelium  of  the  cornea.  In  a 
short  time  these  spots  enlarged  and  coalesced,  the  epithelium 
came  loose,  first  in  one  eye  and  then  the  other,  and  was  com- 
pletely shed  in  both  eyes.  The  restoration  of  the  same  Avas 
very  rapid.  I  think  it  was  only  a  few  days  until  the  eyes  were 
in  good  condition.  Allied  to  this  is  the  bullous  keratitis 
found  in  old,  glaucomatous  eyes  which  have  been  blind  for  a 
long  time.  I  had  a  case  of  a  man  75  years  of  age  who  had 
been  blind  five  years,  and  for  several  months  he  had  had  a 
violent  pain  in  the  left  eye.  I  first  removed  the  blebs  and 
then  applied  a  40  per  cent,  solution  of  silver  nitrate  over  the 
cornea,  and  up  to  five  weeks  ago  there  was  no  return  of  the 
pain  nor  had  the  blebs  reformed. 

Dr.  Adolf  Alt,  St.  Louis. — I  have  had  occasion  to  ex- 
amine quite  a  number  of  such  cases,  and  a  drawing  of  one  can 
be  found  in  my  book  on  the  histology  of  the  eye.  I  have  also 
a  specimen,  sent  me  by  Professor  E.  Fuchs  of  Vienna,  in 
which  there  is  a  hyaline  degeneration  which  affects  the  ante- 
rior layers  of  the  cornea.  The  epithelium  is  not  normal,  but 
it  does  not  show  the  hyaline  degeneration.  Lime  deposits, 
which  stain  very  much  like  hyaline  substance,  can  easily  be 
recognized  by  the  application  of  an  acid.  The  doctor  is  to 
be  congratulated  in  view  of  the  results  of  his  treatment. 

Dr.  Phillips,  Chicago. — One  of  the  cases  Dr.  Dodd  re- 
ports I  had  the  pleasure  of  seeing,  and  I  can  state  that 
the  appearance  of  the  diseased  area  was  that  seen  in  Arcus 
Senilis,  except  its  occurrence  in  spots  and  as  distinct  eleva- 
tions on  the  surface.  I  also  saw  a  second  similar  case  under 
the  care  of  Dr.  Wilder,  and  presented  to  the  same  society. 
A  microscope  examination  was  made  of  the  tissue  removed  in 
this  case,  and  it  was  found,  I  believe,  to  be  hyaline  degenera- 
tion. I  have  not  seen  Dr.  Wilder's  statement  in  regard  to 
the  final  examination.  The  cases  were  similar,  with  the  excep- 
tion that  in  Dr.  Wilder's  case  a  larger  single  area  of  the  cornea 
was  involved.  Prom  my  experience  I  can  say  tfrftt  Dr. 
Dodd's  case  had  none  of  the  appearances  of  keratitis  tila- 
mentosa. 

Dr.  Dodd,  Chicago. — I  am  very  much  obliged  to  the  gen- 
tlemen for  discussing  the  paper,  because  it  is  rather  out  of  the 
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ordinary,  and  I  was  very  much  at  sea  when  I  first  saw  these 
cases  as  to  where  to  class  them.  As  regards  its  being  similar 
to  fascicular  keratitis,  I  do  not  think  it  is.  I  think  a  number 
of  these  conditions  aside  from  what  I  have  mentioned  should 
be  classed  in  the  same  group — the  clinical  appearance  differ- 
ing a  little,  but  the  g-eneral  conditions  beinff  alike. 
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SIXTY-NINTH  MEETING  OF  THE  BRITISH  MEDICAL 
ASSOCIATION,  HELD  IN  CHELTENHAM.* 

Section  of  Ophthalmology. 

The  President,  Mr.  W.  H.  H.  Jessop,  gave  a  presidential 
address  on  Points  in  the  Pathology  and  Prognosis  of  Glioma. 
Mr.  Priestley  Smith  opened  the  discussion  on  Myopia,  and 
drew  conclusions  from  100  cases  of  all  degrees  of  the  affec- 
tion. He  discussed  the  condition  under  the  heads  of  the  aire 
of  the  patient,  the  degree  of  myopia  present,  the  state  of  the 
choroid  and  retina,  the  constitutional  condition  of  the  patient, 
eyidence  of  heredity,  occupation  of  the  patient.  Dr.  A.  S. 
Percival  showed  a  diagram  of  the  orbit,  and  thought  the 
oblique  muscles  were  very  powerful  in  the  production  of  my- 
opia. Mr.  Henry  Power  laid  stress  on  the  li3rgienic  sur- 
roundings of  the  patient  and  the  pernicious  habit  of  allowing 
children  to  work  before  breakfast  and  on  insufficient  food. 
Dr.  Darier  (Paris)  referred  to  massage  as  a  treatment  for 
myopia.  Mr.  A.  H.  Thompson  thought  the  chart  shown  by 
Mr.  Priestley  Smith  most  useful,  and  considered  it  safe  for 
myopes  of  a  low  degree  to  use  their  accommodation.  Mr. 
Eales  thought  the  power  of  accommodation  of  the  patient 
was  a  great  index  as  to  the  condition  present,  and  also  that 
with  exophoria  accompanying  it  prisms  did  much  good.  Dr. 
r>arr  did  not  consider  reading  in  a  carriage  very  likely  to  do 
harm,  but  lie  especially  warned  myopes  against  reading  in 
bad  light.  Dr.  Maddox  held  that  fatigue  of  the  eyes  should 
be  avoided  whenever  there  was  a  tendency  to  myopia.  After 
some  remarks  by  Dr.  Bronner,  Dr.  Batten  discussed  various 
general  conditions  as  hearing  on  myopia,  and  also  the  appear- 
ance of  the  fundus  in  various  stages  of  the  disease,  Dr. 
Tatham  Thompson  fully  corrected  his  Low  cases  of  rnyopia. 
Surgeon-Major  Herbert  read  a  paper  on  Superficial  Punctate 
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Keratitis,  in  which  the  dots  on  the  cornea  were  stained  with 
Huorescine.  In  these  dots  he  found  an  encapsuled  bacillus, 
which  showed  many  signs  of  causing  the  disease,  though  most 
cultures  had  failed.  Mr.  Devereux  Marshall  thought  the 
name  "  keratitis  punctata  "  very  confusing,  and  did  not  con- 
sider the  proofs  brought  forward  by  Major  Herbert  very  con- 
clusive. Mr.  Blair  thought  it  resembled  Fuchs'  keratitis.  Dr. 
Tat  ham  Thompson  described  a  case  of  symmetrical  bullous 
keratitis  in  a  man,  aged  22.  The  bullae  arranged  themselves 
all  around  the  cornea,  and  were  cured  after  four  months  of 
treatment,  of  which  formol  (1  to  5,000)  appeared  to  do  the 
most  good.  Dr.  C.  Blair  reported  a  case  of  unusual  form  of 
keratitis  associated  with  a  skin  eruption  in  a  patient  aged  18, 
who  showed  swellings  around  the  cornea  which  were  somewhat 
like  what  was  seen  in  spring  catarrh.  At  times  exacerbations 
occurred,  and  these  were  associated  with  a  papular  eruption 
of  the  skin  of  the  face.  He  considered  it  a  part  of  a  general 
condition.  Mr.  Devereux  Marshall  thought  it  very  like  a  tu- 
berculous cyclitis.  Dr.  Blair  thought  this  possible,  but  slated 
that  it  had  not  altered  much  for  four  years.  Dr.  Percival 
read  a  paper  on  Periscopic  Lenses,  the  errors  of  which  had 
been  worked  out  mathematically.  The  President,  Dr.  Mad- 
dox,  and  Dr.  Tatliam  Thompson  joined  in  the  discussion. 

Second  Day. 

The  work  of  this  Section  was  begun  by  Mr.  Blair,  who 
showed  a  new  portable  refractometer.  Mr.  Roll  then  read 
a  paper  on  the  Hess  Operation  for  Ptosis,  which  he  had 
somewhat  modified.  He  showed  photographs  of  patients  be- 
fore and  after  the  operation  had  been  performed.  Mr.  J.  R. 
Coulter  showed  some  interesting  fields  and  strongly  advocated 
the  testing  of  fields  with  black  spots.  Mr.  Hartridgc  wished 
that  all  observers  would  state  the  size  of  the  square  used  when 
taking  fields.  Mr.  Henry  Power  read  a  paper  on  the  Per- 
formance of  Depression  for  the  Cure  of  Cataract.  He  stated 
that  he  had  many  times  seen  it  done  in  his  early  life,  and  had 
also  performed  the  operation  himself.  He  advocated  it  in 
some  cases  of  old,  feeble  patients,  in  those  who  were  deaf, 
and  also  in  lunatics,  idiots,  etc.  Mr.  Jessop  mentioned  one 
successful  case  he  had  seen  done  abroad  in  a  second  eve  after 
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the  first  had  been  lost  from  haemorrhage,  but  staled  that  he 
had  never  done  the  operation,  and  asked  if  Mr.  Power  oper- 
ated through  the  sclera  or  cornea.  Mr.  Richardson  Cross 
had  done  it  in  one  ease  of  tremulous  iris.  Mr.  Roll  once  did 
the  operation  accidentally  when  extracting  the  lens.  He 
subsequently  extracted  it  with  good  result.  Mr.  Tatham 
Thompson  had  done  it  once  eighteen  months  ago  with  ex- 
cellent results.  Mr.  Power,  in  reply,  stated  that  he  oper- 
ated through  the  sclera.  Mr.  Vernon  Cargill  next  read 
some  notes  on  his  ophthalmic  experience  in  the  Imperial 
Yeomanry  Hospital  in  South  Africa.  He  showed  museum 
specimens  and  fragments  of  bullets  which  had  destined  or 
injured  eyes.  He  described  the  most  frequent  injuries  met 
with  as  the  result  of  gunshot  wounds,  and  also  more  rarely 
of  shell  wounds.  A  discussion  on  the  Relation  of  Gonorrhoea 
to  Diseases  of  the  Eye,  exclusively  of  Purulent  Ophthalmia, 
was  then  opened  by  Mr.  Lawford.  He  described  some  cases 
in  which  iritis  and  other  lesions  occurred  after  the  disease. 
The  frequency  of  these  was  more  marked  in  males  than  fe- 
males, but  the  statistics  were  very  limited.  The  most  com- 
mon form  was  iridocyclitis,  together  with  scleritis  and  epi- 
scleritis; the  least  common  forms  were  retinitis  and  neuro- 
retinitis,  and  even  bilateral  infection  of  the  lacrymal  gland. 
Mr.  Hamilton  described  a  case  of  gonorrhoea!  iritis  in  which 
there  was  no  arthritic  infection.  Dr.  Yeld  had  recently  ana- 
lyzed many  cases  of  iritis,  and  had  found  that  gonorrhoea  was 
responsible  for  many.  Dr.  Darier  had  seen  many  eases  asso- 
ciated with  endometritis,  which  were  rapidly  cured  when  the 
uterine  affection  was  treated.  Mr.  Henry  Power  thought  thai 
cases  of  gonorrheal  iritis  must  be  excessively  rare.  Mr. 
Richardson  Cross  was  always  on  the  lookout  for  cases,  and 
frequently  found  such.  Colonel  Drake-Brockman  had  in 
India  seen  cases  of  iritis  associated  with  gonorrhoea]  ophthal- 
mia. Mi'.  Sydney  Stephenson  had  seen  cases  of  arthritis  in 
children  associated  with  gonorrhoea]  ophthalmia.  Mi1.  \)v\v- 
reux  Marshal]  described  the  characteristic  transparent  exuda- 
tion in  the  anterior  chamber.  Mr.  Vernon  Cargill  drew  atten- 
tion to  the  numerous  cases  of  rheumatic  iritis  in  which  there 
was  a  history  of  gonorrhoea.  Mi-.  Hamilton  read  a  paper  on 
Hypopyon  Ulcers  of  the  Cornea,  in  which   he  advocated  the 
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catting  of  the  vessels  and  local  bleeding.  The  actual  cautery 
he  thought  indispensable.  Mr.  Richard  Williams  frequently 
found  the  cautery  inefficient,  but  made  a  vertical  linear  incision 
and  let  out  the  lymph.  Mr.  Tatham  Thompson  looked  upon 
formalin  as  his  sheet  anchor,  and  subsequently  used  iodoform 
ointment.  Mr.  II.  E.  Jones  had  almost  given  up  the  cautery. 
Dr.  Darier  strongly  advocated  the  careful  use  of  nuorescinc 
and  the  actual  cautery.  Dr.  Ban-  agreed  as  to  the  great  value 
of  the  cautery  and  thiorescine.  but  disapproved  of  dressings 
over  the  eye,  and  preferred  the  instillation  of  castor  oil  and 
iodoform.  Dr.  Ward  Cousins  showed  an  irrigator  he  had  in- 
troduced for  the  cleansing  of  the  conjunctival  sac  in  cases  of 
purulent  ophthalmia.  At  the  final  meeting  of  this  Section 
Mr.  Edridge-Green  read  a  paper  on  the  Essentials  of  a  Teal 
for  Color  Blindness,  adversely  criticising  the  Holmgren 
test.  lie  strongly  advocated  the  use  of  names  when  testing- 
colors.  Mr.  Devereux  Marshall  agreed  that  Holmgren's 
tests  were  fallacious.  Mr.  Gustavus  Hart  ridge  read  a  paper 
on  the  various  preparations  of  Bilver  in  ophthalmic  work, 
and  gave  the  preference  to  protargol.  Dr.  Darier  thought 
nitrate  of  silver  very  harmful  in  feeble  children,  ami 
preferred  constant  applications  of  a  drop  of  5  per  cent. 
protargol,  and  later  on  the  nitrate  of  silver  was  useful. 
Mr.  John  A.  Brown  read  a  paper  on  the  suprarenal  gland 
in  ophthalmology.  Chloretone  acted  best  as  fl  preservative, 
hut  it  was  preferable  fresh.  He  recommended  it  in  hay 
fever  and  various  other  conditions,  hut  he  thought  it  very 
harmful  in  corneal  ulceration.  Dr.  Darier  read  a  paper 
on  some  of  the  latest  discoveries  in  ophthalmic  thera- 
peutics. In  glaucoma  suprarenal  extract  diminished  the  ten- 
sion and  made  the  eye  much  less  vascular.  Acoine  when  in- 
jected subconjunctivally  was  a  powerful  anaesthetic,  though 
it  had  no  use  when  instilled  only  into  the  conjunctival  sac. 
Dionine  was  useful  with  atropine  in  helping  to  dilate  the 
pupil  in  iritis';  it  was  also  an  antiseptic  and  analgesic  and  re- 
lieved the  pain  of  acute  glaucoma  and  iritis.  Dr.  Grainger 
thought  that  Jacques  solution  of  suprarenal  extract  was  far 
the  best.  Dionine  was  very  useful  for  diagnostic  purposes. 
Dr.  Maddox  agreed  as  to  the  value  of  suprarenal  extract, 
especially  in  operations  on  the  eye,  making  it  avascular.  Dr. 
Darier    replied.     Mr.   Sydney  Stephenson    and    Dr.   George 
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Carpenter  read  a  note  on  Tuberculosis  of  the  Choroid.  In 
miliary  tubercle  they  usually  found  two  or  three  spots,  while 
in  chronic  tuberculosis  the  lesions  might  be  multiple  or  single. 
Sometimes  it  might  assume  the  form  of  an  intraocular  growth, 
and  occasionally  it  might  become  quiescent.  The  President 
mentioned  a  case  in  which  a  large  mass  of  tubercle  of  the 
choroid  subsided  under  rest  and  treatment.  Mr.  A.  S. 
Percival  described  a  case  he  had  seen.  Mr.  Dykes  Bower 
suggested  that  some  of  the  lesions  depicted  might  have 
been  of  a  congenital  origin.  Mr.  Richardson  Cross  opened  a 
discussion  on  the  Varieties  and  Treatment  of  After-cataract. 
No  method  of  operation  would  entirely  prevent  the  formation 
of  after-cataract.  In  ordinary  cases  a  modified  Bowman's 
needle  sufficed,  but  the  capsule  should  be  cut  and  not  torn. 
In  other  cases  scissors  should  be  used  to  cut  the  capsule,  and 
as  a  last  resort  the  capsule  might  be  extracted.  The  President 
thought  that  a  ground-down  Graefe's  knife  was  far  better  than 
a  needle;  Dr.  Darier  that  great  care  should  be  taken  in 
needling  not  to  go  deeply  into  the  vitreous.  Mr.  Power 
described  various  methods  he  had  used,  but  thought  the  less 
done  to  secondary  cataract  the  better.  Mr.  Devereux  Mar- 
shall thought  needling  a  dangerous  operation,  but  if  the  op- 
eration had  to  be  done,  the  sooner  the  better.  Remarks  were 
also  made  by  Mr.  Dykes  Bower,  Mr.  A.  II.  Thompson,  Mr. 
Roll,  and  Mr.  Cargill.  Mr.  Hartridge  showed  his  capsul- 
otomy  needle.  Mr.  Richardson  Cross  replied,  and  stated  that 
he  always  inserted  his  needle  at  the  periphery  when  operating. 
Mr.  II.  E.  Jones  moved  a  resolution  concerning  the  compen- 
sation of  workmen  after  eye  injuries,  which  was  seconded  by 
Air.  Henry  Power. 


BOOK  REVIEWS. 


ElNFUEHBUNG    IX   DIE  AlJGENHEILKUNDE.      von  Db.  *I .  BlBSCH- 

bebg.     (Introduction  to  Ophthalmology.)     Second  Half; 
First  Part,      With   1  13  Figures  in  the  Text    and  a  Colored 
Plate,     [Leipzig.     Georg  Theimej  1(.H)1.] 
This  part   of  the  eminent  ophthalmic  author's  text-book, 
like  the  first  one,  noticed  by  US  several    years  ago,  aside  from 
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its  wealth  of  information,  is  especially  brilliant  in  its  descrip- 
tions and  the  simplicity  and  perspicuity  of  its  language.  It 
describes  the  theory  of  the  ophthalmoscope  and  its  practical 
application,  including  photography  of  the  fundus.  The 
largest  part  of  this  volume  is  devoted  to  the  examination  of 
the  cornea,  iris,  crystalline  lens  and  vitreous  body,  and  to  the 
measuring  of  the  refraction.  Numerous  excellent  and  original 
illustrations  arc  interspersed  in  the  text. 

Pemphigus  des  Auges  (Pemphigus  of  the  Eye).  By  Dr. 
E.  Pergens.  [Berlin,  1901.  S.  Karger.] 
The  author  has  in  this  monograph  collected  from  litera- 
ture 130  cases  of  this  luckily  rare  affection  of  the  eye  and 
added  two  new  observations  of  his  own.  From  this  material 
he  deducts  a  very  clear  description  of  the  symptomatology, 
bacteriological  researches  and  rather  ineffectual  therapeutic 
efforts.     It  is  an  excellent  monograph  on  this  subject. 

Studies  from  the  Koyal  Victoria    Hospital,  Montreal. 

Vol.  I,  No.  1. 
The  Primary  Tumors  of  the  Optic   Nerve:    Fibromatosis 

Nervi  Optici. 
A  review  of  the  "  intradural ?'  tumors  of  the  optic  nerves 
so  far  published,  to  which  the  author  adds  two  of  his  own  ob- 
servation. His  contention  is  that  all  of  these  tumors  arc,  un- 
der whatever  other  name  they  may  have  been  described,  an 
overgrowth  of  the  connective  tissue  structures  of  the  nerve. 
This  statement  the  writer  thinks  is  altogether  too  sweeping, 
and  while  an  attempt  to  bring  order  into  the  chaos  of  descrip- 
tions is  timely  and  praiseworthy,  the  author,  it  seems,  is  go- 
ing too  far  in  bringing  all  the  different  forms  of  intradural 
tumors  of  the  optic  nerve  under  the  one  head  of  fibromatosis. 

Manual  of  the  Diseases  of  the  Eye,  for  Students  and 
General  Practitioners.    By  (has.  II .  May,  M.D.     .Sec- 
ond Edition.      [New  York,  1901.     William  Wood  &  Co.] 
It  must  be  very  gratifying  to  the  author   that  already  a 
second  edition  of  this  text-book  is  demanded.     He  has  re- 
vised  and   enlarged   the   former   edition  and  added  new  and 
valuable  illustrations.  Alt. 


ABSTRACTS  FROM  MEDICAL  LITERATURE. 


By  W.  A.  SHOEMAKER,  M.D. 

ST.  LOUIS,  MO. 


VALIDOL  IX  SCOTOMA  SCINT1LLANS. 

Neustaetter  (Die  Ophthalmol  ogische  Klinik,  June  20, 
1900)  was  very  successful  in  the  treatment  of  live  cases  of 
scintillating  scotoma  with  validol  in  20  drop  doses.  A  few 
minutes  after  taking  it  the  irregular  lines  became  less  con- 
spicuous, then  suddenly  disappeared  and  did  not  return. 
After  a  little  longer  time  the  visual  field  was  entirely  clear. 
Subsequent  attacks  were  promptly  relieved  with  a  single  dose. 
In  only  one  case  was  it  necessary  to  repeat  it.  The  author 
does  not  state  whether  he  attributes  any  of  the  good  results 
to  the  menthol  in  the  drug,  or  not.  He  thinks  it  should  be 
used  in  every  case,  as  it  not  only  removes  the  scotoma  but 
also  relieves  headache.  So  far  as  yet  known  it  is  an  entirely 
harmless  drug. 

EXTIRPATION  OF  THE  SUPERIOR  CERVICAL  GANGLION  OF 
THE  SYMPATHETIC  IN  THE  TREATMENT  OF  GLAUCOMA. 

Ziehe  and  Axenfeld  ( Sympathicus-Resehtion  Beim  Glau- 
Tcom,  Halle,  A.  S.,  1901),  after  an  admirable  discussion 
of  this  subject  and  a  complete  analysis  of  the  literature  and 
the  cases  reported  up  to  date,  come  to  the  following  conclu- 
sions, which,  somewhat  condensed,  are  here  reproduced: 

1.  Extirpation  of  the  sympathetic — that  is,  extirpation  of 
the  superior  cervical  ganglion,  as  well  as  resection  of  the 
sympathetic  nerve — in  the  hands  of  competent  surgeons  is  a 
comparatively  safe  procedure.  Among  seventy-four  cases  of 
glaucoma  submitted  to  this  operation  there  was  only  one  fatal 
result.  Detriment  to  the  eye  is  up  to  this  lime  not  positively 
proved. 

2.  If  the  material  at  present  available  does  not  suffice  to 
pass  judgment  upon  the  durability  of  this  procedure,  it  still 
permits  it  to  be  said  that  a  certain  number  of  glaucomatous 
eyes  car  be  improved  for  many  months  by  such  resection, 
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while  in  other  cases  a  checking  of  the  process  seems  to  have 
been  obtained.  It  is  quite  impossible  to  prophesy  that  extir- 
pation of  the  sympathetic  will  be  of  advantage  in  each  case, 
but  it  is  not  certainly  proved  that  it  will  occasionally  do 
harm.  When  the  operation  has  been  followed  by  a  good  re- 
sult this  in  the  majority  of  cases  has  remained,  whether  per- 
manently or  not  cannot  be  stated.  It  is  rare  that  a  primary 
improvement  gives  place  to  a  late  relapse. 

3.  Referring  to  the  different  forms  of  glaucoma,  the  fol- 
lowing may  be  stated:  (a)  In  acute  inflammatory  glaucoma 
resection  is  to  be  rejected,  except  when  iridectomy  is  de- 
clined, or  when  on  the  first  eye  the  operation  has  resulted 
badly;  that  is  to  say,  when,  in  spite  of  the  iridectomy,  the 
glaucoma  continues  or  relapses,  (b)  In  hemorrhagic  glau- 
coma resection  is  a  proper  procedure,  (c)  In  chronic  inflam- 
matory glaucoma  and  in  simple  glaucoma  a  number  of  good 
results  have  been  observed.  Resection  is  therefore  worthy  of 
recommendation  as  a  supplement  to  iridectomy  in  progressive 
cases. 

4.  Extirpation  of  the  sympathetic  for  non-iridectomized 
eyes  is,  in  general  terms,  not  suitable.  Resection  should  not, 
even  in  chronic  and  simple  glaucoma,  supplant  iridectomy. 
Iridectomy  holds  the  flrst  therapeutic  place.  Extirpation  of 
the  sympathetic  without  previous  iridectomy  appears  permissi- 
ble only  when  iridectomy  or  sclerotomy  is  refused,  when  iri- 
dectomy has  resulted  unfortunately  in  one  eye,  in  hemor- 
rhagic glaucoma,  in  those  cases  of  simple  glaucoma  where  a 
very  great  disturbance  of  vision  already  exists;  and  perhaps 
also  in  hydrophthalmos,  although  in  this  disease  multiple 
sclerotomies  are  to  be  considered. 

5.  In  absolute  glaucoma  extirpation  of  the  sympathetic 
is  indicated  only  when  the  blindness  has  existed  for  a  short 
time,  or  when  the  disease  is  affecting  the  last  eye.  If  com- 
plete blindness  has  existed  several  weeks,  and  severe  pains  are 
present,  enucleation  is  indicated,  and  only  Avhen  thi>  is  de- 
clined extirpation. 

6.  Inasmuch  as  after  extirpation  glaucoma  continues  in 
some  cases,  and,  furthermore,  as  inflammatory  attacks  may 
appear  after  this  operation,  it  is  Avise  in  the  after-treatment 
to  continue  myotics. 
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7.  Whether  extirpation  of  the  sympathetic  can  prevent 
glaucoma  has  not  been  safely  established. 

8.  Anatomical  examination  of  the  excised  ganglia  shows 
changes  which,  while  not  characteristic  of  glaucoma,  are 
worthy  of  further  investigation. 

9.  The  final  conclusion  is  that  in  all  cases  in  which  our 
hitherto  employed  therapeutic  measures  are  not  effective,  ex- 
tirpation of  the  cervical  sympathetic  is  a  measure  justifiable 
and  worthy  of  employment,  even  if  improvement  is  not  cer- 
tainly to  be  expected  from  the  operation. —  Oph.  JRecord, 
June,  1901. 

THE  OPHTHALMOSCOPIC  EXAMINATION  FOR  KIDNEY 
DISEASE. 

Edward  Jackson  (New  York  Med.  Journal,  July  11  ) 
urges  the  importance  of  making  an  ophthalmoscopic  examina- 
tion in  all  cases  of  nephritis,  stating  that  pathological  condi- 
tions are  found  in  50  per  cent,  of  the  cases  and  distinct  albu- 
minuric retinitis  in  at  least  ten  per  cent. 

TOBACCO  AMBLYOPIA. 

C.  E.  Finlay  (Archives  of  Ophthalmology  ),  during  a 
residence  of  eight  years  in  Havana,  treated  ninety-two  cases 
of  tobacco  and  alcohol  amblyopia.  Some  improved  under 
treatment  and  others  did  not.  One  acute  case  resulted  in 
total  blindness. 

He  cannot  endorse  the  opinion  of  many  that  tobacco 
grown  in  Cuba  is  comparatively  harmless,  and  that  Cubans  do 
not  suffer  from  this  form  of  amblyopia. 

REMARKS  ON  THE  USE  OF  PILOCARPINE  IN  THE  TREATMENT 

OF  INFLAMMATIONS  OF  THE  INTFRIOR  OF  THE  EYE. 

Howard  F.  Hansell  {Therapeutic  Gazette,  Aug.  15),  as 
the  result  of  an  extensive  experience,  is  ;i  firm  believer  in  the 
efficacy  of  profuse  sweating  (produced  by  hoi  baths  and  hypo- 
dermic injections  of  pilocarpine  nun-.)  in  diseases  of  the 
sclera,  choroid  and  retina.  The  patients  that  derive  the  most 
benefit  from  this  treatment  are  those  suffering  Prom  rheuma- 
tism and  gout.  In  syphilis  he  finds  it  is  a  most  valuable  ad- 
junct to  the  usual  local  and  constitutional  remedies. 

His  method  i-  as  follow-  : 
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"A  convenient  hour  is  chosen,  usually  3  p.m.,  and  the 
patient  is  put  into  a  bath  the  temperature  of  which  ranges 
between  106°  and  110°;  during  the  bath  he  drinks  a  cup  of 
hot  tea.  After  twenty  minutes  immersion  he  is  put  into  bed 
and  receives  a  hypodermic  injection  of  1/12  to  1/8  grain  pilo- 
carpine muriate.  The  sweating  begins  in  a  few  minutes,  and 
is  encouraged  by  hot  bottles  and  blankets  for  two  hours  or 
more.  Should  the  sweating  become  slight  or  insignificant 
during  these  two  hours,  the  patient  is  given  a  glass  of  ice 
water,  when  the  glands  of  the  skin  take  on  renewed  activity. 
At  the  termination  of  the  sweating  the  wet  blankets  are  re- 
moved,  fresh  bedclothing  substituted,  and  the  patient  left 
quietly  in  bed  until  the  next  morning,  when  he  is  allowed  to 
be  up  and  dressed  until  time  for  the  next  bath.  Should  he 
complain  of  exhaustion  following  the  first  bath,  a  hypodermic 
injection  of  y20  grain  strychnia  is  given  one-half  hour  before 
the  next  bath.  The  diet  should  consist  largely  of  fluids. 
Whatever  local  eye  treatment  the  disease  calls  for  is  of  course 
administered  as  indicated,  and  is  not  interfered  with  by  the 
sweats." 

TUBERCULOSIS  OF  THE  CHOROID. 

George  Carpenter  and  Sydney  Stephenson  ( The  Lancet, 
July  20)  give  the  result  of  their  study  of  49  cases.  They 
group  them  clinically  as  follows  :  ( 1 )  Acute  miliary  tubercu- 
losis and  tuberculous  meningitis;  (2)  chronic  tuberculosis; 
and  (3)  obsolescent  tuberculosis.  The  following  conclusions 
are  submitted:  (1)  Tubercle  of  the  choroid  may  be  met  with 
in  any  form  of  tuberculosis.  It  is  common  in  acute  miliary 
tuberculosis  and  tuberculous  meningitis  (50  per  cent,  of  the 
cases  examined).  The  lesion  was  usually  small,  solitary,  and 
limited  to  one  eye.  (3)  It  is  far  more  common  in  chronic 
tuberculosis  than  is  generally  supposed,  it  being  present  in 
9.24  per  cent,  of  the  cases  examined.  The  lesion  may  be 
single  or  multiple.  In  very  rare  instances  it  attains  great  di- 
mensions, and  may  perforate  the  eyeball.  (4)  It  is  present  in 
a  certain  number  of  cases  of  quiescent  tuberculosis,  generally 
taking  the  form  of  a  large,  more  or  less  pigmented  area,  situ- 
ated in  or  about  the  center  of  the  fundus. 
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By  DUDLEY  S.  REYNOLDS,  A.M.,  M.D., 
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Ex-Professor  of  Ophthalmology,  Otology,  and  Medical  Jurisprudence  in  the  Hospital 

College  of  Medicine,  Medical  Department   of  the   Central   University 

of  Kentucky;    Surgeon  to  the  Eye  and   Ear   Department 

of  the  Louisville  City  Hospital,  the  Louisville 

Eye    and   Ear   Infirmary,   etc. 

IN  undertaking  to  present  some  of  the  evidences  of  the 
therapeutic  value  of  adrenalin,  I  feel  obliged  to  limit  my- 
self to  personal  experience.  Twelve  hundred  and  twenty-two 
experiments  form  the  basis  of  this  report ;  most  of  the  experi- 
ments were  made  at  my  clinic,  at  the  Hospital  College  of 
Medicine. 

My  first  experiment  was  with  a  case  of  muco-purulent 
conjunctivitis.  After  cleansing  the  conjunctiva  with  a  solu- 
tion of  borax,  I  instilled  one  drop  into  each  eye  of  the  adre- 
nalin solution  in  distilled  water,  1  to  10,000.  In  less  than 
one  minute  the  eyes  were  perfectly  clear  and  free  from  any 
sign  of  vascular  injection.  This  condition  remained  twmty- 
two  minutes,  when  it  was  noticed  the  vessels  were  beginning 

♦Read  at  the  meeting  of  the  Western  Ophthalmologic  and  Oto-Laryn- 
gologic  Association,  held  in  Cincinnati,  Ohio,  April  11-12,  1901. 
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to  dilate.     The  full  effect  of  the  drug  did  not  pass  off,  how- 
ever, until  forty-five  minutes  had  elapsed. 

The  next  case  was  a  foreign  body  in  the  cornea,  which 
had  remained  twenty-four  hours.  The  eye  was  very  red  and 
watery,  with  morbid  sensibility  to  light.  One  drop  of  adre- 
nalin solution  in  distilled  water,  1  to  10,000,  cleared  up  the 
eye  completely  in  three-fourths  of  a  minute.  A  solution  of 
cocaine  was  instilled,  and  the  foreign  body  removed.  At  the 
end  of  one  hour  the  eye  was  still  clear  and  free  from  irrita- 
tion.    The  patient  did  not  again  return. 

M.  S.,  set.  43,  kerato-cyclitis,  from  a  blow  received  in 
the  eye.  Tension  -f,  eye  very  red,  painful,  and  with  profuse 
lacrymation,  photophobia,  striated  interstitial  opacity  of  the 
cornea  obscuring  the  pupil.  One  drop  of  the  adrenalin,  1  to 
5000,  in  normal  salt  solution,  reduced  the  tension,  and  dissi- 
pated every  manifestation  of  vascularity  within  one  minute. 
Twenty -four  minutes  after  the  application  the  first  sign  of 
returning  vascularity  appeared.  The  photophobia  and  lacry- 
mation ceased  before  the  end  of  the  first  minute.  No  other 
local  treatment  was  applied. 

January  15th,  patient  returned  with  decided  improvement 
in  the  condition  of  the  eye.  Another  application  of  a 
single  drop  of  the  adrenalin  solution  was  made  and  directed 
to  be  repeated  every  four  hours. 

January  16th,  the  eye  is  still  more  improved,  and  the 
corneal  opacity  much  diminished.  The  pupillary  area  is  now 
distinctly  visible  without  illumination.  Improvement  con- 
tinued from  day  to  day  until  January  24th,  when  but  slight 
opacity  was  visible  at  the  inferior  margin,  and  the  vascular 
injection  of  the  cornea,  as  well  as  of  the  conjunctiva,  had 
entirely  disappeared.  This  case  is  remarkable  because  the 
kerato-cyclitis  had  resisted  treatment  about  four  weeks  before 
the  application  of  the  adrenalin. 

January  25th,  the  patient  had  entirely  recovered;  no 
irritation  in  the  eye.     Sight  =  fingers  at  3  feet. 

January  14th,  M.  B.,  set  30,  tanner.  On  January  2d, 
patient  received  a  blow  in  the  right  eye,  which  caused  great 
pain  and  sudden  loss  of  sight.  Dr.  S.,  who  was  called  to 
see  him,  found  the  anterior  chamber  filled  with  blood,  which 
gradually  disappeared  by  absorption.     The  cornea,  however, 


The  Therapeutic  Value  of  Adrenalin  Chlorid.       323 

was  so  opaque  as  to  render  the  pupil  invisible.  Two  eminent 
specialists  were  consulted,  and  the  treatment  suggested  by 
them  was  continued  until  all  signs  of  irritation  in  the  eye 
had  ceased.     The  corneal  opacity,  however,  remained. 

At  my  first  examination,  January  14th,  the  pupil  could 
be  located  by  oblique  illumination  only.  The  patient  was 
unable  to  count  fingers  at  any  distance.  One  drop  of  the  so- 
lution of  adrenalin  was  instilled  and  directed  to  be  repeated 
three  times  every  day. 

February  24th,  patient  sees  in  the  injured  eye  =  6/24 
Snellen. 

February  28th,  patient  claimed  to  have  greatly  improved 
in  vision.  The  opacity  of  the  cornea  was  no  longer  visible. 
He  now  reads  6/12. 

March  16th,  the  condition  of  the  eye  seems  normal. 
Sight  =  6/9  +  Snellen. 

January  15th,  S.  J.,  eet  46,  syphilitic  iritis  of  ten  days' 
duration ;  gummatous  nodules  project  from  the  margin  of  the 
pupil.  She  has  been  taking  what  is  called  the  mixed  treat- 
ment. 

For  the  relief  of  the  pain  she  was  directed  to  have  10 
grains  of  the  salicylate  of  sodium  in  a  large  glass  of  water,  to 
be  taken  every  hour  from  6  p.m.  until  relieved.  The  mercury 
was  discontinued  and  five  grains  of  the  iodide  of  potassium  in 
a  half  pint  of  water,  every  three  hours,  each  dose  to  be  fol- 
lowed by  a  half  pint  of  fluid  nourishment,  was  directed. 
The  conjunctivae  were  unusually  injected.  One  grain  solution 
of  the  sulphate  of  atropin  in  two  drachms  of  water  was 
directed  to  be  instilled  into  the  eyes  every  three  hours. 

January  16th,  patient  rested  better  last  night  after  taking 
the  salicylate.  Pupils  still  contracted;  no  change  in  treat- 
ment. 

January  18th,  no  apparent  change  being  present,  a  drop 
of  the  1  to  10,000  solution  of  chloride  of  adrenalin,  in  nor- 
mal salt  solution,  was  instilled  into  each  eye.  Two  minutes 
afterward  the  eyes  were  pale  as  marble,  and  only  the  larger 
>ul)-<onjunctival  vessels  were  visible.  The  patient  was  de- 
tained for  observation.  Two  hours  afterward  the  eyes  were 
still  clear,  and  a  drop  of  atropin  solution  was  instilled  and  the 
patient  directed  to  continue  as  before. 
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January  19th,  the  pupils  are  now  for  the  first  time  dilated 
in  the  spaces  between  the  gummata.  Adrenalin  is  to  be  con- 
tined  three  times  daily. 

January  21st,  a  few  points  of  synechia  prevented  com- 
plete dilatation  of  the  pupils.  The  conjunctival  injection  was 
greatly  diminished.  There  can  be  no  doubt  of  the  beneficial 
effects  of  the  adrenalin  in  assisting  the  action  of  the  atropin. 

January  26th,  patient  shows  no  signs  of  iritis;  the  gum- 
mata have  disappeared.  The  pupils  are  dilated  ad  max.  and 
the  conjunctival  injection  is  entirely  absent.  The  patient  was 
discharged  free  from  any  sign  of  irritation  in  the  eye  on  the 
7th  of  February. 

In  an  aggravated  «ase  of  chronic  purulent  conjunctivitis, 
complicated  with  trachoma,  after  instilling  a  drop  of  adrenalin 
solution,  the  trachomatous  bodies  were  crushed  out,  and  the 
eye  flushed  with  bichloride  of  mercury  solution  at  intervals, 
the  adrenalin  seemingly  greatly  hastened  recovery. 

In  a  variety  of  different  forms  of  iritis,  and  a  large  num- 
ber of  cases  of  phlyctenular  keratitis,  the  adrenalin  appar- 
ently greatly  hastened  recovery,  and  certainly  improved  the 
patient's  comfort  in  every  instance. 

I  have  not  the  time  nor  you  the  patience  to  go  further 
into  details.  I  will  close  by  summarizing  some  of  the  effects 
I  have  witnessed  from  its  use. 

First.  It  is  a  powerful  hemostatic  and  acts  promptly,  gen- 
erally within  one  minute  from  the  time  it  is  applied  locally  to 
mucous  surfaces. 

Second.  Its  effects  persist  from  twenty  minutes  to  four 
hours. 

Third.  It  promptly  relieves  ciliary  pain  in  all  forms  of 
keratitis,  iritis,  and  even  the  cyclitis  of  glaucoma. 

Fourth.  It  reduces  ocular  tension  in  glaucoma,  and  ap- 
parently prevents  hemorrhage  in  iridectomy. 

Fifth.  It  promptly  clears  up  interstitial  opacities  of  the 
cornea,  following  contusions,  and  seems  to  favorably  modify 
the  opacities  of  keratitis-punctata  in  cases  of  syphilitic  iritis. 

Sixth.  It  will  in  many  cases  so  reduce  the  swelling  in  the 
tear  passages  as  to  allow  a  stream  of  fluid  to  pass  from  Anel's 
syringe  through  the  duct  without  the  use  of  a  probe.  In  an 
old  purulent  dacryo-cystitis,  the  pus  being  pressed  out  with 
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the  finger  through  the  tear  sac,  about  two  minims  of  adrenalin 
was  passed  in  with  the  Anel  syringe.  Five  minutes  later  a 
charge  of  chloride  of  sodium  solution  passed  readily  through 
the  duct  into  the  nose.  Kepeating  this  procedure  daily 
prompt  recovery  was  secured  without  the  introduction  of 
the  probe.  In  a  great  variety  of  tinnitus  aurium  prompt  and 
sometimes  lasting  benefit  follows  the  introduction  of  a  drop 
of  adrenalin  solution  through  the  Eustachian  catheter,  blown 
into  the  tympanic  cavity.  A  number  of  cases  of  tinnitus, 
without  serious  impairment  of  hearing,  have  been  perma- 
nently relieved  by  two  or  three  applications  of  the  adrenalin 
through  the  catheter. 

Seventh.  In  all  forms  of  swelling  in  the  lining  of  the 
nose  prompt  relief  follows  the  application  of  four  or  five 
minims  of  the  adrenalin  solution  sprayed  into  the  passage. 
In  this  way  the  superior  crypts  may  readily  be  opened,  and 
medicated  fluids  sprayed  into  the  passage,  or  other  applica- 
tions made,  where  access  is  otherwise  impossible. 

It  renders  operations  in  the  nasal  passages  and  elsewhere 
nearly  or  quite  bloodless,  and  does  not,  as  some  claim,  pre- 
dispose to  secondary  hemorrhage,  but  has  a  contrary  effect. 
The  1  to  1000  solution  of  adrenalin  in  chloride  of  sodium  may 
be  relied  upon  to  relieve  any  case  of  epistaxis. 

In  cases  of  secondary  hemorrhage,  after  operations  in  the 
nasal  cavities  or  tonsils,  an  application  of  adrenalin  solution 
on  a  cotton  mop,  pressed  upon  the  bleeding  surface,  proves 
promptly  efficient  as  a  hemostatic. 

The  adrenalin  solutions  are,  in  every  sense  of  the  word, 
superior  to  any  preparation  of  the  suprarenal  extract,  or  of 
the  desiccated  glands,  which  I  have  been  able  to  procure,  and 
I  think  the  world  is  deeply  indebted  to  Takamine  for  his 
discovery. 

DISCUSSION. 

Dr.  Adolf  Alt,  St.  Louis. — Parke  &  Davis  sent  me,  and 
I  suppose  some  of  you,  a  half-dozen  bottles  of  adrenalin  in 
December  last,  and  I  have  experimented  quite  largely.  I 
agree  with  the  gentleman  in  regard  to  its  effect  in  bleaching 
the  mucous  membrane,  but  I  fail,  aside  from  this,  to  see  any 
therapeutic  value  in  the  treatment  of   eye  affections.     Unless 
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you  use  cocaine  you  cannot  even  operate  painlessly.  I  have 
tried  it  faithfully  in  all  sorts  of  diseases  of  the  eye,  and  also 
in  the  ear  where  I  thought  I  might  help  to  shrink  the  swollen 
membrane,  but  in  the  latter  I  did  not  succeed.  Adrenalin 
will,  furthermore,  deteriorate  even  when  the  bottle  is  not 
opened.  At  least  my  solutions  all  show  a  fungus  growth  now, 
and  they  do  not  act  by  far  as  promptly  as  they  did  in  the  be- 
ginning. Only  a  few  weeks  ago  I  tried  to  demonstrate  its 
action  in  the  German  Medical  Society  of  St.  Louis,  with  no 
success  whatever.  Still,  I  think  the  fresh  solution  acts 
promptly  as  a  vaso-constrictor,  and  is  therefore  of  some  value 
in  rendering  operations  on  mucous  membranes  bloodless,  or 
at  least  less  bloody. 


KEPORT  OF  A  CASE  OF  GLIOMA  OF  THE  RETINA.* 
By  J.  H.  JOHNSON,  M.D., 

KANSAS  CITY,  MO., 

Professor  of  Ophthalmology  and  Otology,  College  of  Physicians  and  Snrgeons,  Kansas 

City,  Kansas;  Professor  of  Ophthalmology  and  Otology,  The  Western 

Dental  College,  Kansas  City,  Missouri. 

THE  patient  in  the  case,  I  wish  to  report,  was  a  six-year-old 
boy,  raised  at  Olathe,  Kansas,  who  had  previously  been 
apparently  healthy.  When  I  saw  him  the  parents  had  for 
some  time  noticed  the  yellowish  or  whitish-red  light,  which  is 
known  as  the  amaurotic  cat's-eye,  especially  in  a  room  not 
well  illuminated.  This  condition  remained  unchanged  for 
quite  a  while.  The  parents  had  no  suspicion  that  anything 
was  wrong  with  the  child  until  the  vision  in  the  left  eye  began 
to  fail ;  then  they  realized  that  something  must  be  wrong,  and 
sought  the  aid  of  a  physician,  who  did  not  recognize  the  real 
nature  of  the  case. 

The  eyeball  increased  in  size  for  a  time,  then  it  began  to 
shrink.  Thinking  that  another  physician  might  understand 
the  case  better,  they  discharged  the  one  that  had  been  treat- 
ing the  case.  The  physician  who  followed  gave  them  encour- 
agement by  telling  them  he  could  cure  the  case  in  a  short 
time  and  that  the  former  doctor  had  not  given  the  proper 
treatment.     But  it  was  only  a  short  time  until  the  eye  began 

*Read  at  the  meeting  of  the  Western  Ophthalmologic  and  Oto-Laryn- 
gologic  Association,  held  in  Cincinnati,  Ohio,  April  11-12,  1901. 
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to  enlarge  again,  glaucoma  setting  in,  accompanied  with  great 
pain.  This  the  doctor  was  unable  to  control,  and  Dr.  McCall 
was  called  in  consultation.  The  doctor  found  panophthalmi- 
tis of  such  a  degree  that  it  threatened  the  integrity  of  the  eye- 
ball. He  recommended  that  the  child  be  taken  to  Kansas 
City  to  have  the  eye  enucleated. 

The  patient  was  brought  to  me  on  May  1st.  He  was  a 
bright  boy,  well  nourished,  and  had  lost  but  little  flesh.  His 
parents  were  of  German  descent,  healthy,  and  gave  no  history 
of  any  ancestors  having  had  glioma  or  any  other  malignant 
trouble.  When  I  first  saw  the  patient  he  was  suffering  with 
a  great  deal  of  pain.  His  eyeball  was  staphylomatous  and 
filled  with  pus.  The  only  thing  left  to  do  was  to  enucleate 
the  eye,  which  I  did,  merely  expecting  to  relieve  the  suffer- 
ing temporarily.  After  dividing  the  tendons  of  the  recti 
muscles,  with  curved  forceps  the  optic  nerve  was  seized  from 
the  nasal  side  of  the  orbit,  drawn  far  forward  and  severed  as 
far  back  as  possible  with  enucleation  scissors  inserted  at  the 
temporal  side  of  the  orbit,  in  hopes  to  remove  all  the  malig- 
nant cells.  In  this  we  failed,  because  the  disease  had  extended 
into  the  optic  nerve  beyond  where  it  was  severed  and  also 
into  the  surrounding  tissue  in  the  posterior  part  of  the  orbit. 
Knowing  that  the  condition  was  certain  to  return  in  a  short 
time,  I  informed  the  parents  of  this.  Two  months  later  the 
case  returned  to  the  city  with  the  growth  beginning  to  extend 
beyond  the  eyelids.  Thinking  that  a  picture  might  be  appre- 
ciated in  the  near  future,  I  requested  the  father  to  allow  us 
to  photograph  the  patient,  which  he  granted.  The  patient 
had  become  hard  of  hearing:  in  the  left  ear  and  also  com- 
plained  of  toothache,  especially  in  the  lower  teeth  of  the 
same  side.  I  found  that  this  was  due  to  pressure  caused  by 
infiltration  of  the  malignant  cells  into  the  upper  jaw,  gums  and 
surrounding  tissue,  including  submaxillary  and  parotid  glands 
on  that  side,  causing  a  certain  amount  of  swelling,  especially 
in  the  gums.  I  called  Dr.  Sullivan,  a  dentist,  to  examine  the 
teeth,  who  agreed  with  me  that  the  pain  was  not  due  to  the 
teeth  but  was  a  reflex  pain  due  to  the  pressure  upon  the  supe- 
rior maxillary  nerves. 

The  father  said:  M  O,  Doctor,  do  something  for  my 
child!"  I  told  him  that  I  could  do  nothing  only  to  use  pal- 
liative remedies  to  relieve  the  suffering,  that  the  case  was  be- 
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yond  all  human  skill,  but  if  he  thought  any  one  could  do  any- 
thing to  help  his  child  to  try  him.  He  consulted  several 
colleagues  but  received  no  encouragement  from  them,  their 
prognosis  being  the  same  in  each  case. 

They  returned  to  Olathe,  where  the  condition  went  from 
bad  to  worse.  The  tumor  increased  at  a  rapid  rate.  Then  a 
tumor  about  the  size  of  an  orange  formed  on  the  left  knee,  as 
also  several  small  ones  in  other  regions,  yet  the  vital  organs 
did  not  seem  to  be  affected.  The  cachexia  at  this  time  was 
marked.  The  patient  was  at  all  times  conscious  and  was  so 
until  death  ended  his  suffering,  which  extended  over  a  period 
of  about  five  months  from  the  time  I  first  saw  him. 

I  feel  it  to  be  my  duty  to  acknowledge  my  indebtedness 
to  Dr.  McCall  for  kindly  assisting  me  in  the  operation  and 
getting  a  picture  for  me  at  the  close  of  the  case. 

DISCUSSION. 

De.  Adolf  Alt,  St.  Louis. — These  cases  are.  of  the  worst 
ones  we  have  to  deal  with,  especially  when  we  get  to  see 
them  at  such  a  late  stage  that  there  is  nothing  to  be  done. 
However,  it  is  gratifying  to  know  that  if  we  see  them 
early  enough  we  can  sometimes  by  prompt  action  save  life. 
Quite  a  number  of  such  cases  are  now  on  record,  and  I  have 
had  also  a  number  of  cases  in  which  the  early  removal  of 
the  affected  eye  has  saved  life.  The  worst  cases,  however, 
are  those  of  binocular  glioma.  I  have  reported  elsewhere 
the  case  of  a  little  girl  about  one  year  old  who  was  brought 
to  me  with  glioma  of  the  retina  in  one  eye.  I  got  the  par- 
ents' consent  to  remove  the  eye,  and  this  little  girl  is  now  a 
3roung  lady  and  came  to  see  me  the  other  day  to  get  glasses 
for  the  other  eye.  She  is  perfectly  strong  and  healthy.  A 
year  after  this  eye  had  been  removed  they  brought  her  sister, 
fearing  the  same  trouble.  To  my  dismay  I  found  she  had 
glioma  in  both  eyes.  I  told  the  parents  the  question  was 
simply  the  saving  of  life  by  removing  both  eyes.  They 
would  not  consent,  and  the  child  died  in  five  or  six  months 
after  terrible  suffering.  As  I  said,  if  we  see  the  cases  early 
enough  and  get  the  consent  of  the  parents  to  remove  the  eye, 
we  have  by  prompt  action  the  occasion  of  saving  a  life  once 
in  a  while.  I  think  that  almost  every  oculist  has  seen  a 
number  of  such  cases. 
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A  PLEA  FOR  THE  OCCASIONAL  PERFORMANCE  OF 

THE  OPERATION  OF  DEPRESSION  IN 

CASES  OF  CATARACT. 

By  HEXRY  POWER,  F.R.C.S., 

Consulting  Ophthalmic  Surgeon  to  St.  Bartholomew's  Hospital. 

IT  is  somewhat  singular  that  a  mode  of  dealing  with  cataract 
that  has  been  in  use  from  the  most  remote  antiquity,  which 
was  recommended  and  practiced  by  Celsus  and  Galen,  and 
which  is  even  now  almost  universally  adopted  by  native  op- 
erators in  the  vast  continent  of  India,  should  have  passed 
into  such  complete  desuetude  in  this  country  that  I  think  it 
quite  possible  there  may  be  some  in  this  room  who  have  never 
seen  it  performed.  Various  circumstances  have  contributed 
to  this  result,  but  especially  the  discovery  of  chloroform  and 
the  employment  of  solutions  of  cocaine,  which  enable  the 
operator  to  use  the  knife  with  far  greater  precision  and 
success  than  was  possible  to  his  predecessors.  The  ♦invention 
of  the  spring  speculum  and  of  the  fixing  forceps,  and  the 
modification  of  the  awkward  form  of  the  knife  of  de  Beer 
into  the  handy  instrument  given  to  operators  by  von  Graefe 
have  had  their  influence,  and  finally  and  above  all  the  intro- 
duction of  the  principles  of  antisepsis  in  the  operations  on 
the  eye — these,  each  and  all,  have  eliminated  many  causes  of 
failure,  and  have  contributed  their  share  in  turning  the  atten- 
tion of  ophthalmic  surgeons  from  a  practice  that  was  once  all 
but  universal. 

The  results  that  have  been  obtained  by  those  who  have 
had  large  experience  in  the  method  generally  practiced  of  ex- 
traction are  certainly  extraordinarily  good.  In  the  Ophthalmic 
number  of  the  Indian  Medical  Gazette*  Lieutenant-Colonel 
T.  H.  Pope,  I.M.S.,  remarks  that  it  often  happens  in  the 
Madras  Hospital  that  a  run  of  300  successful  cases  occurs, 
but  he  adds  immediately  following  this,  4  or  5  cases  fail  either 
from  suppuration,  or  severe  irido-choroiditis,  or  some  unknown 
cause,  and  so  the  average  success  at  once  fails.  It  must  be 
remembered,  however,  that  the  term  success  is  applied  to  all 
cases  that  with  correcting  glasses  have  distant  vision  between 
6/6  and  6/36,  and  who  can  see  No.  10  Jaeger  with  a  -(-  10  D  or 
12   D   lens.     It  is   difficult  to  say  whether  the  operation  of 
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"  depression"  would  under  any  circumstances  give  equally 
good  results,  because  we  have  but  few  statistics  to  hand  that 
deal  with  large  numbers,  or  that  have  been  undertaken  with 
the  same  care  and  precautions  as  are  now  adopted  in  cae 
extraction.  Yet  when  depression  or  reclination  was  per- 
formed by  a  practiced  hand  the  results  seem  to  have  been 
very  good.  Himly,  to  take  one  example  only,  states  in  his 
work  published  in  1843  that  severe  inflammation  rarely  fol- 
lowed reclination,  and  when  it  did  it  often  cleared  up  without 
leaving  any  bad  consequences.  He  seems  to  have  been  very 
successful  in  his  cases  of  reclination,  for  in  50  oases  he  only 
had  two  failures,  one  of  which  was  amaurotic  and  should  not 
therefore  have  been  operated  on. 

When  the  result  of  depression  is  fortunate,  the  operation 
is  certainly  exceptionally  brilliant.  At  a  stroke  vision  is  re- 
stored, and  less  damage  is  done  to  the  eye  than  in  any  opera- 
tion with  the  knife.  Surgeon-Major  Mavnanl.  [.M.S.,  ob- 
serves* that  in  sixteen  extractions  the  other  eye  had  been 
couched  by  some  quack  with  varying,  though  often  brilliant 
results.  This  statement  is  rather  suggestive  when  we  reflect 
on  the  conditions  under  which  "  depression  "  is  performed  in 
India.  All  the  surgeons  I  have  conversed  with,  and  who  have 
seen  native  practice,  state  that  no  antiseptic  measures  are 
adopted;  that  the  instrument  is  a  needle,  often  blunt  and 
rusty,  or  even  a  thorn,  and  that  no  after-treatment  is  carried 
out.  Under  such  conditions,  far  from  obtaining  "  brilliant  M 
results,  one  would  expect  that  the  operations  would  invariably 
fail. 

The  ill-effects  that  I  And  charged  against  depression  are 
violent  vomiting,  irido-cyclitis,  suppuration  of  the  globe, 
glaucoma,  and  sympathetic  ophthalmia.  My  experience  of 
this  operation  is,  of  course,  very  limited  as  compared  with 
that  of  the  itinerant  oculists  of  India ;  but  I  may  remark  that 
I  saw  it  performed  by  the  two  Guthries,  and  by  Mr.  Hancock, 
and  that  I  operated  in  this  way  several  times  myself  in  my 
younger  days,  without  any  of  these  terrible  results  occurring. 
The  supervention  of  vomiting  was  much  dreaded,  but  we, 
who  have  gone  through  the  chloroform  period,  know  that, 
however  objectionable,  vomiting  does  not  commonly  lead  to 
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loss  of  the  eye  even  in  cases  where  extraction  has  been  per- 
formed. Yet  its  occurrence  led  many  Continental  surgeons 
to  recommend  their  patients  to  forego  the  advantages  of 
chloroform,  in  view  of  the  likelihood  of  the  occurrence;  and 
we  all  rejoiced  when  the  discovery  of  cocaine  enabled  us  to 
dispense,  in  the  majority  of  cases,  with  chloroform. 

As  for  septic  inflammation  and  suppuration,  depression 
has  had  no  chance,  for  the  proceedings  by  which  comparative 
immunity  from  these  troubles  have  been  secured  had  not 
been  evolved  by  the  patient  labors  of  Lord  Lister  and  the 
bacteriologists. 

Irido-cyclitis  is  a  possible  result  and  certainly  did  occur, 
but  I  think  chiefly  in  those  cases  in  which  the  lens  broke  up 
under  the  pressure  used  to  effect  its  depression.  When  that 
occurs  the  judicious  operator  will  withdraw  the  needle  and 
wait.  It  is  far  better  than  to  risk  the  entrance  of  large  frag- 
ments into  the  anterior  chamber  or  the  introduction  of  curettes 
through  an  enlargement  of  the  little  wound  in  the  endeavor 
to  draw  them  out.  Breaking  up  of  the  lens  defeats  the  object 
of  effecting  depression.  It  is  better  to  wait  and  then  act 
according  to  circumstances. 

Another  bad  effect  mentioned  in  books — glaucoma — does, 
I  suppose,  occasionally  follow  the  operation  of  depression,  but 
it  is  surely  much  less  to  be  dreaded  than  formerly,  since  a 
subacute  attack  can  be  controlled  with  eserine,  and  an  acute 
attack  can  be  met  by  an  iridectomy.  The  danger  of  the 
chronic  form  leading  to  the  glaucoma  absolutum  of  von 
Graefe  appears  to  me  to  be  somewhat  exaggerated.  These 
glaucomatous  affections  have  been  attributed  to  the  contact 
of  the  lens  with  the  retina,  but  it  is  notorious  that  the  lens 
does  not  soon  or  readily  fall  to  the  lowest  point  of  the  globe. 
We  have  all  of  us,  I  suppose,  seen  cases  of  lenses  dislocated 
by  violence,  and  have  not  always  thought  it  prudent  to  inter- 
fere with  the  object  of  removing  it,  particularly  if  the  vision, 
with  a  correcting  glass,  is  good.  Such  lenses  often  remain 
harmless  for  considerable  periods.  I  have  seen  several  such 
cases  following  blows  with  footballs,  cricket  balls,  and  tennis 
balls,  as  well  as  from  soda  water  and  champagne  corks. 
It  is  to  be  observed,  morever,  that  years  may  elapse  before 
chronic  glaucoma  follows  the  act  of  depression,  if  that  is 
really  the  cause  of  it;  and  if  at  75  or  80  years  of  age  a  slight 
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operation  secures  four  or  five  years  of  good  vision,  I  think 
Ave  are  justified  in  running  the  risk,  where  other  circumstances 
contraindicate  the  operation  of  extraction.  Lastly,  in  view 
of  the  niicrobic  origin  of  sympathetic  ophthalmia,  now  very 
generally  entertained,  I  do  not  see  any  more  reason  for  an- 
ticipating the  advent  of  that  affection,  if  proper  antiseptic 
precautions  are  taken  in  depression,  than  after  extraction. 

I  do  not,  of  course,  advocate  any  change  from  the  ordi- 
nary procedure  for  the  extraction  of  cataract  when  the  general 
and  local  conditions  are  favorable.  Given  a  wholesome  con- 
stitution and  a  healthy  eye,  and  extraction,  even  at  an  ad- 
vanced age,  may  be  successfully  performed ;  and  I  am  well 
aware  that,  on  the  other  hand,  there  are  several  conditions 
which  either  preclude,  or  at  best  render  extremely  doubtful, 
any  attempt  to  depress  the  lens,  such  as,  for  example,  the 
presence  of  adhesions  between  the  iris  and  the  capsule  and  a 
soft  and  degenerated  lens,  since  in  the  former  case  any  drag 
upon  the  lens  is  likely  to  detach  the  iris  more  or  less  com- 
pletely from  the  ciliary  zone,  leading  to  haemorrhage  and 
other  complications,  and  in  the  latter  case  because  the  lens  is 
apt  to  break  up  and  excite  iritis  and  iridocyclitis. 

The  cases  in  which  I  am  of  opinion  it  would  be  advisable 
to  practice  depressions  are : 

1.  Those  in  which  such  combination  of  difficulties  are 
present  as  to  render  it  doubtful  whether  any  operation  at  all 
should  be  undertaken  —  as,  for  example,  in  those  who  are 
greatly  enfeebled  by  age  and  other  infirmities.  In  this  con- 
dition the  ordinary  operation  for  cataract  fails,  even  where 
performed  by  the  most  expert,  simply  from  non-union  of  the 
lips  of  the  wound. 

2.  Those  in  which  there  are  physical  obstacles  to  the  per- 
formance of  the  operation  for  extraction,  as,  for  example, 
where  there  is  an  extremely  small  palpebral  fissure,  or  where 
the  eye  is  small  and  very  deeply  set  in  the  orbit.  In  such 
cases,  if  the  surgeon  attempt  to  extract,  he  is  apt  to  make 
too  small  an  incision;  the  opening  has  to  be  enlarged 
with  scissors,  or  with  the  blunt-pointed  knife  the  lens  has  to 
be  squeezed  out;  much  cortical  matter  is  left  behind,  and 
well-known  after- trouble  arises. 

3.  In  cases  in  which  a  troublesome  condition  of  chronic 
conjunctivitis  is  present  that  does   not  yield  to   treatment. 


Operation  of  Depression  in  Cases  of  Cataract,      333 

Here  the  conditions  are  favorable  to  depression,  unfavora- 
ble to  extraction,  for  the  conjunctiva  can  be  cleansed,  and  so 
far  temporarily  rendered  antiseptic,  and  there  then  is  little 
danger  from  a  small  puncture,  the  wound  closing  before  any 
infection  can  occur,  whilst  it  is  different  with  the  incision 
for  cataract;  for  the  conjunctival  sac,  especially  if  some 
dacryocystitis  be  present,  cannot  after  the  operation  be  so 
scrupulously  purified,  and  hence  infection  proceeding  from 
the  edges  of  the  wound  may  occur  a  day  or  two  after  the 
operation. 

4.  There  is  yet  another  complication  of  cataract :  deafness, 
as  in  one  case  in  which  I  greatly  regretted  I  did  not  endeavor 
to  depress  instead  of  performing  extraction  in  the  usual  way. 
I  had  known  the  patient  for  a  long  time ;  she  was  nearly  80 
years  of  age.  The  cataracts  were  hard,  and  with  the  failure 
of  sight  deafness  gradually  advanced.  I  operated  in  the  usual 
way — von  Graefe's  knife,  upper  section,  iridectomy.  The 
operation  went  off  well,  and  for  three  days  no  bad  symptom 
arose.  One  night,  weary,  I  suppose,  of  the  confinement  and 
persistent  bandaging,  and  anxious  to  know  whether  the  opera- 
tion had  succeeded,  she  pushed  up  the  bandage  with  her 
fingers,  opened  the  wound;  severe  inflammation  followed,  and 
the  eye  was  lost.  In  that  case  it  appears  to  me  I  should  have 
done  better  to  have  depressed,  kept  the  patient  in  bed  for 
one  day,  and  then  allowed  her  to  go  about  as  usual. 

5.  Other  classes  of  cases  in  which  depression  would  proba- 
bly give  better  results  than  extraction  are  lunatics,  imbeciles, 
and  idiots,  in  all  of  whom  interference  with  the  bandages  is  a 
not  unlikely  event,  and  requires,  at  all  events,  to  be  carefully 
guarded  against,  whilst  with  depression  the  patient  need 
scarcely  be  kept  in  bed  or  on  a  couch  for  more  than  a  day,  or 
may  be  allowed  to  go  free  from  the  moment  of  operation. 
Such  patients  are  sometimes  so  timid  that  they  throw  them- 
selves into  paroxysms  of  passion,  as  was  the  case  with  the 
deaf-mute,  James  Mitchell,  recorded  in  the  Philosophical 
Transactions,  for  whom  Mr.  Wardrop  constructed  a  sort  of 
coffin  with  a  hole  for  his  head.  Again,  I  always  feel  some 
hesitation  in  undertaking  extraction  in  old,  fat,  flabby,  and 
phlegmatic  patients,  because  they  are  more  liable  to  complica- 
tions than  thin  alert  persons.  The  former  are  often  gouty  or 
rheumatic,  do  not  bear  confinement  well,  and  require  a  course 
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of  preliminary  treatment,  the  main  features  of  which  are 
purging  and  exercise.  I  operated  by  depression  on  such  a 
patient  about  1860,  and  the  case  did  well  for  a  year,  but 
standing  one  cold  spring  day  at  a  railway  station  she  caught 
cold,  and  severe  rheumatic  inflammation  followed,  which  led 
to  the  loss  of  the  eye.  Nothing  daunted,  she  submitted  the 
opposite  eye  to  a  similar  operation,  and  I  had  the  pleasure  of 
subsequently  seeing  her  reading  and  working  for  a  period  not 
far  short  of  twenty  years,  the  floating  lens  being  very  visible 
when  the  eye  was  turned  down. 

6.  Chronic  bronchitis  is  not  an  uncommon  concomitant  of 
old  age,  and  has  been  the  cause  of  separation  of  the  lips  of 
the  wound,  and  haemorrhage  or  suppuration  in  many  cases  of 
extraction ;  such  dangers  would  be  avoided  by  the  use  of  the 
needle  instead  of  the  knife. 

7.  There  are  some  cases  of  cataract  in  which  the  experi- 
enced operator  dreads  the  consequences  of  attempting  to  ex- 
tract, or  refuses  altogether  to  treat.  I  mean  those  in  which, 
from  softening  or  liquefaction  of  the  vitreous,  the  iris  trem- 
bles, and  the  lens  easily  shifts  its  place.  If  a  large  cut  be 
made,  the  vitreous  flows  away  with  the  lens.  The  latter,  in- 
deed, sometimes  sinks  out  of  sight,  and  requires  to  be  fished 
for  with  great  risk  of  injury  to  adjoining  parts.  Collapse  and 
loss  of  the  eye  then  follows,  though  it  must  be  admitted 
that  such  eyes  sometimes  plump  up  again  and  become  ser- 
viceable. 

8.  Another  class  of  cases  in  which  "  depression"  may  be 
preferred  to  "  extraction  "  is  where  one  eye  has  been  unsuc- 
cessfully operated  on.  If  the  patient  has  had  much  pain, 
whilst  he  can  still  see  large  objects  he  not  infrequently  de- 
clines to  submit  to  a  second  extraction ;  but  if  the  nature  of 
the  operation  for  depression  be  explained  to  him  he  will  not 
demur. 

Lastly,  though  this  is  extremely  rare  as  a  contraindication 
to  "  extraction,"  there  is  the  hemorrhagic  diathesis.  Few,  I 
imagine,  would  care  to  use  the  knife  in  a  patient  who  was 
known  to  be  the  subject  of  haemophilia. 

These  seem  to  me  to  be  the  chief  circumstances  under 
which  it  would  be  at  least  allowable,  if  not  advisable,  to  revert 
to  the  ancient  method  of  ' '  depression  ' '  for  the  restoration  of 
light  in  cases  of  cataract. 
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Thursday,  October  17th,  1901. 

Primary  Chronic  Glaucoma. 
The  President  took  as  the  subject  of  his  presidential  ad- 
dress Some  Clinical  Experiences  of  Primary  Chronic  Glau- 
coma and  the  Value  of  Iridectomy.  After  paying  a  tribute  to 
von  Graefe  for  the  benefit  he  had  conferred  on  mankind  by 
introducing  iridectomy  for  the  treatment  of  glaucoma,  he 
stated  that  we  were  still  following  in  his  steps.  Myotics  in- 
deed had  been  introduced  since  his  day  and  were  of  consider- 
able use,  but  their  action  in  his  opinion  was  purely  palliative 
and  not  curative.  Iridectomy  was  the  only  known  cure  for 
this  disease  which  was  so  fatal  to  eyesight.  Its  pathology 
had  been  so  much  elucidated  in  late  years  by  the  researches 
of  Brailey,  Priestley  Smith,  Nettleship,  and  Treacher  Collins, 
that  a  rational  idea  could  not  be  held  as  to  how  iridectomy 
acted.  It  was  difficult  to  follow  up  cases  years  after  opera- 
tion, but  only  in  this  way  was  it  possible  to  draw  accurate 
conclusions.  In  the  years  between  1886  and  1894  he  had 
operated  on  67  cases.  Of  these,  11  were  dead,  19  were  not 
to  be  found,  while  37  had  been  traced.  Of  these,  10  had  be- 
come blind — 1  from  atrophy  of  the  globe,  1  from  recurrence 
of  the  disease,  and  8  from  optic  atrophy.  In  all  but  one  the 
tension  was  normal.  In  4  of  the  remaining  atrophy  was  go- 
ing on,  while  in  23  the  vision  was  better  than  when  the  opera- 
tion was  performed ;  in  others  it  was  the  same,  and  in  a  few  it 
was  a  little  worse ;  that  was  to  say,  62  per  cent,  held  their 
ground  from  seven  to  twelve  years  after  the  operation,  while 
with  one  exception  the  tension  was  normal.  He  was  therefore 
of  opinion  that  in  the  majority  of  cases  iridectomy  did  reduce 
tension  permanently.  In  1887  he  operated  on  the  only  re- 
maining eye  when  the  vision  was  6/9.     A  few  months  ago  he 
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had  seen  the  patient,  who  saw  quite  well;  the  fields,  however, 
had  undergone  contraction  to  10  degrees.  Another  SUCCeSS- 
ful  case  he  had  followed  for  nineteen  years.  In  a  case  he 
had  operated  on  for  acute  glaucoma  the  patient  retained  good 
vision  for  the  rest  of  her  life,  which  was  27  years.  He  thought 
that  an  operation  should  be  done  on  every  case  in  which  the 
patient  was  strong  enough  to  stand  it,  and  the  earlier  it  was 
done  the  better ;  but  he  would  never  hesitate  to  operate  on 
an  eye  even  if  the  field  were  contracted  to  fixation,  provided 
there  was  any  vision  worth  saving.  Even  in  the  premonitory 
stage  he  advovocated  operation. 

Mr.  Nettleship,  in  moving  a  vote  of  thanks  to  the  Presi- 
dent for  his  address,  said  how  cordially  he  agreed  with  the 
views  he  had  expressed. 

Mr.  Silcock  seconded  the  vote,  which  was  carried. 

Rodent  Ulcer  of  the  Cornea. 

Mr.  S.  Johnson  Taylor  read  some  notes  on  a  case  of 
rodent  ulcer  of  the  cornea  of  a  child,  a  condition  rare  at  any 
age,  but  particularly  so  in  children.  The  patient  was  aged 
three  years.  When  first  seen  the  condition  resembled  and  was 
taken  for  a  phlycten  of  the  cornea,  and  was  treated  with 
atropine  and  yellow  ointment,  and  iron  was  given  internally. 
A  little  later  there  was  a  little  discharge,  but  the  palpebral 
conjunctiva  was  quite  smooth.  He  then  left  off  the  atropine 
and  used  yellow  ointment,  and  painted  the  patch  with  silver 
nitrate  five  grains  to  the  ounce ;  the  strength  was  increased  to 
ten  grains,  but  still  the  ulcer  spread.  He  then  gave  an  anaes- 
thetic, when  the  upper  third  of  the  cornea  was  found  to  be 
ulcerated  and  vascular  with  a  grey  infiltrated  part  below. 
There  was  no  iritis  or  hypopyon.  He  scraped  the  surface 
and  painted  it  with  pure  carbolic  acid,  and  used  quinine 
lotion,  atropine,  and  iodoform.  It  then  steadily  improved 
and  healed.  In  all  such  cases  it  was  necessary  to  use  strong 
remedies,  and  the  benefit  obtained  was  well  illustrated  by  the 
ready  way  in  which  this  ulcer  yielded  to  the  treatment  when 
it  had  successfully  resisted  milder  measures. 

Mr.  Linsday  Johnson  said  that  although  the  disease  was 
very  rare  in  man,  yet  he  had  seen  a  large  number  of  cases  in 
young  bears,  in  lions,  and  in  rats.     In  lions  and  in  bears  he 


Ophtlialmological  Society  of  the  United  Kingdom.    337 

always  applied  either  pure  carbolic  acid  or  solid  stick  of  silver 
nitrate,  and  this  usually  arrested  the  ulceration.  He  had 
always  found  a  micro-organism  present,  and  he  asked  whether 
in  the  case  under  discussion  there  had  been  any  contamina- 
tion with  animals. 

Mr.  Johnson  Tayloe,  in  reply,  stated  that  he  considered 
the  condition  was  microbic  in  origin,  and  that  his  patient 
had  certainly  not  been  in  contact  with  wild  animals  or  as  far 
as  he  knew  with  rats. 

Card  Specimens. 

The  following  card  specimens  were  shown :  Mr.  Marcus 
Gunn :  Persistent  Double  Keratitis  Without  Tendency  to  Ul- 
ceration in  which  several  members  of  the  family  were  af- 
fected; there  was  no  suspicion  of  syphilis,  but  a  marked  his- 
tory of  consanguinity. — Mr.  Lindsay  Johnson:  A  Case  of 
Deep-Seated  Infective  Conjunctivitis. — Mr.  Sydney  Stephen- 
son :  A  Case  of  Congenital  Distichiasis. — Mr.  Treacher  Col- 
lins: A  Case  of  Mooren's  Ulcer  of  the  Cornea  Six  Years 
After  the  Disease  had  First  Started. — Mr.  N.  Bishop  Har- 
man:  (1)  Case  of  Paresis  of  the  Third  Nerve  in  which,  on 
lifting  the  drooping  lid,  there  was  coincident  drooping  of  the 
sound  lid;  this  occurred  in  a  man,  aged  35,  and  had  been 
present  three  months,  probably  syphilitic  in  origin.  (2) 
Choroidal  Angiosclerosis  With  Pigmentary  Degeneration. — 
Mr.  G.  W.  Roll :  Congenital  Patch  of  Pigmentation  in  the 
Fundus  Oculi. — Mr.  Cargill:  Sclero-Corneal  Dermoids  in 
Both  Eyes. — Mr.  Silcock:  Primary  Chancre  of  Eyelid  in  an 
Infant. 
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DISCUSSION  ON  THE  DIAGNOSIS,  PROGNOSIS,  AND 

TREATMENT  OF  PERNICIOUS  MYOPIA,  IN 

THE  SECTION  OF  OPHTHALMOLOGY, 

BRITISH  MEDICAL  ASSOCIATION.* 

W.  H.  H.  Jessop,  M.B.,  F.R.C.S.,  President. 

Mr.  Priestley  Smith  said:  We  know  by  experience 
that  myopia  in  many  persons  is  an  innocent  condition,  which 
continues  through  many  years  without  much  change,  causing 
some  inconvenience,  it  is  true,  but  not  leading  to  disaster  of 
any  kind.  We  know,  on  the  other  hand,  that  in  some  per- 
sons myopia  is  a  pernicious  condition  which  reaches  a  higher 
and  higher  degree  as  time  goes  on,  is  accompanied  by  dam- 
age to  the  tunics  of  the  eye,  and  leads  sooner  or  later  to  seri- 
ous impairment  or  loss  of  sight.  By  what  means  and  to  what 
extent  can  we  distinguish  between  these  different  forms  of  the 
disorder  in  their  early  stages?  What  can  we  do  to  arrest  or 
hinder  the  progress  of  a  pernicious  myopia?  These  are  the 
practical  questions  which  we  have  been  invited  to  discuss. 

By  some  authorities  innocent  and  pernicious  myopia  are 
sharply  distinguished  from  each  other  as  two  essentially  dif- 
ferent conditions,  just  as  in  some  works  of  fiction  the  good 
people  are  sharply  distinguished  from  the  bad.  In  neither 
case,  I  think,  is  the  distinction  true  to  life.  In  myopia,  as  in 
human  nature,  we  find  between  the  two  types  innumerable 
grades,  variations,  and  combinations,  among  which  there  is 
no  place  for  a  dividing  line.  There  are  many  cases  of  myopia 
which  cannot  be  classed  forthwith  as  innocent  or  pernicious. 
In  attempting  to  predict  their  course  we  have  carefully  to 
consider  many  factors  and  many  possibilities.  The  chief  data 
on  which  any  forecast  must  be  based  are,  I  think,  the  fol- 
lowing : 

1.  The  age  of  the  patient. 

2.  The  grade  of  the  myopia. 

3.  The  condition  of  the  choroid  and  retina. 

4.  The  constitutional  condition. 

5.  The  evidence  relating  to  heredity. 

6.  The  occupation  of  the  patient. 
♦British  Medical  Journal. 
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I  propose  to  deal  briefly  with  each  point,  and  must  speak 
dogmatically,  for  time  will  not  permit  of  cautious  arguments 
and  reservations.  I  hope  by  so  doing  to  provoke  the  more 
discussion. 

1.  Age. — Other  things  being  equal,  the  younger  the  pa- 
tient the  more  likely  is  the  myopia  to  increase  in  degree.  In 
childhood  and  early  youth  myopia  is  rarely  stationary.  It 
usually  increases  during  the  period  of  bodily  growth,  and  the 
rate  of  increase  diminishes  with  the  approach  of  adult  life. 
In  a  large  number  of  cases,  perhaps  in  a  majority,  it  comes 
to  a  standstill  between  the  ages  of  15  and  25.  Age  alone, 
however,  justifies  no  inference. 

2.  Degree  of  Myopia. — Other  things  being  equal,  the 
higher  the  myopia  the  more  likely  is  it  to  increase.  For  ex- 
ample, if  fifty  children,  all  of  one  age,  have  various  degrees  of 
myopia,  the  future  increase  of  their  myopia  will,  on  the  whole, 
be  greater  among  those  who  are  more  myopic  than  among 
those  who  are  less  myopic.  The  same  rule  holds  in  adult 
life;  but  for  all  degrees  of  myopia  the  probable  future  in- 
crease is  less  than  in  early  life.  It  follows  that  a  high 
myopia  in  a  child  is  of  very  evil  augury.  A  child  who  has 
10  D.  when  he  is  10  years  old  is  likely  to  have  20  D.  when  he 
is  20.  Fortunately  such  cases  are  rare.  But  in  adults  we  can 
form  no  forecast,  even  from  the  grade  of  the  myopia  and  the 
age  taken  together,  unless  we  take  also  into  account  the  actual 
state  of  the  choroid  and  retina. 

3.  Condition  of  the  Choroid  and  Retina. — The  average 
vision  of  myopes  sinks  as  the  grade  of  the  myopia  rises. 
Richardson  Cross  has  given  striking  statistics  on  this  point.* 
The  higher  grades  are  to  be  feared  far  less  for  the  error  of  re- 
fraction  which  glasses  can  correct  than  for  the  loss  of  vision 
due  to  choroidal  and  retinal  changes,  for  which  there  is  no 
remedy.  In  general  these  changes  vary  in  gravity  with  the 
grade  of  the  myopia,  but  they  bear  no  fixed  proportion  to  it. 
With  equal  grades  of  myopia  they  are  more  extensive  in  the 
older  persons  than  in  the  younger.  A  child  with  a  myopia  of 
8  D.  may  have  little  or  no  choroidal  change,  but  we  must  not 
regard  him  as  permanently  exempt;  it  is  likely  to  develop 
later.     An  adult  with   8  D.  will  generally  show  considerable 

*Richardson  Cross,  British  Med.  Jour.,  1896,  vol.  ii.,  p.  633. 
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choroidal  change ;    should  he  exceptionally  show  none,  he  is 
safe ;  at  any  rate,  much  safer  than  the  child. 

What  is  the  essential  nature  of  these  changes?  They  ait'. 
in  their  usual  order  of  occurrence,  first,  the  typical  myo- 
pic crescent,  then  the  more  diffuse  and  patchy  thinning 
of  the  choroid  in  the  adjacent  region,  then  pigmentary  and 
hemorrhagic  changes  in  the  retina  at  or  near  the  macula,  and 
in  some  cases  detachment  of  the  retina.  The  nature  of  the 
crescent  is  beyond  dispute :  it  is  due  to  stretching  and  dis- 
placement of  the  choroid  in  relation  to  the  disc,  brought  about 
by  yielding  and  extension  of  the  sclera.  Weiss,  and  Lately 
Heine,  have  demonstrated  the  fact  of  this  displacement  by 
traction  in  the  clearest  manner.  The  more  diffuse  chan 
which  occur  later  appear  to  be  due  to  further  stretching  ac- 
companied by  vascular  and  degenerative  changes  in  the  dam- 
aged membranes. 

But  this  statement  does  not  cover  the  whole  ground.  In 
certain  cases  myopia  develops  rapidly  in  connection  with  ob- 
vious inflammation  of  the  choroid,  as  in  some  cases  of  syphili- 
tic choroiditis.  Here  the  choroiditis  seems  to  be  the  primary 
disorder,  the  yielding  of  the  sclera  the  consequence.  Further, 
in  the  region  of  the  posterior  staphyloma,  we  find,  on  dissec- 
tion, that  the  choroid  and  sclera  are  abnormally  adherent  t<> 
each  other.  Here  is  evidence  of  sclero-choroiditis.  Is  myo- 
pia, then,  in  general,  a  result  of  an  insidious  choroiditis? 
Apparently  not,  for  in  the  earlier  stages  there  is  usually  no 
discoverable  inflammation,  and  there  is  no  retinal  damage  such 
as  we  should  expect  if  the  underlying  membrane  were  in- 
flamed. On  the  other  hand,  it  is  clear  that  congestion  and 
inflammation  do  play  an  important  part  in  certain  stages  and 
certain  forms  of  the  disorder,  and  chiefly  in  the  pernicious 
forms.  To  what  extent  the  yielding  of  the  sclera  and  the 
vascular  and  degenerative  changes  in  the  choroid  and  retina 
depend  on  constitutional  causes,  rather  than  on  the  mechani- 
cal effects  of  muscular  action,  dragging  on  the  optic  nerve, 
pressure  of  the  orbital  contents,  and  so  forth,  is  an  important 
question. 

4.  Constitutional  Condition  of  the  Patient. — We  all  see 
cases  in  which  a  rapidly  progressive  myopia  is  associated  with 
malnutrition  from  one  cause  or  another.     Nettleship,   speak- 
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ing  of  myopia,  says:  "  General  enfeeblement  of  health,  as 
after  severe  illness  or  prolonged  suckling,  seriously  increases 
the  risk  of  its  progress,  even  after  middle  life."*  Wray 
found  in  several  cases  that  where  one  member  of  a  family  had 
a  high  myopia,  while  the  brothers  and  sisters  had  none,  the 
myope  had  suffered  from  protracted  infantile  marasmus,  the 
others  had  not .  t  Schwabe,  from  extensive  observations  in  Leip- 
zig, concludes  that  men  and  women  acquire  high  myopia  with 
equal  frequency,  but  at  all  ages  the  reduction  of  vision  is 
greater  in  the  women  than  in  the  men.  The  complications  of 
high  myopia,  he  says,  are  twice  as  common  in  women,  and  begin 
to  appear  in  the  lower  grades,  6  to  10  D.,  while  in  men  they 
are  uncommon  under  10  D.  He  attributes  the  difference  to 
the  greater  liability  to  illness  in  women,  their  lack  of  exercise 
in  the  open  air,  and  especially,  as  regards  the  graver  compli- 
cations, to  the  climacteric.^  I  may  here  repeat  a  suggestion 
made  at  one  of  our  annual  meetings,  eleven  years  ago,  that 
the  yielding  and  deformation  of  the  sclera  in  some  forms  of 
myopia  is  analogous  to  the  yielding  and  deformation  of  the 
bones  in  rickets.  Special  attention  to  the  question  has  been 
given  by  Batten.  §  He  has  advanced  evidence  to  show  that 
the  development  of  myopia  is  frequently  connected  with 
chronic  constitutional  disturbance,  and  especially  with  high 
arterial  tension.  But  of  his  observations  I  will  leave  him  to 
speak.  It  is  clear  that  constitutional  disease  may  be  a  factor 
in  any  case  of  myopia.  It  may  account  for  the  abnormal 
yielding  of  the  sclera ;  it  certainly  often  aggravates  the  morbid 
changes  in  the  choroid  and  retina. 

5.  Evidence  Relating  to  Heredity. — The  tendency  to 
myopia  is  very  frequently  hereditary.  Some  observers  hold 
that  inherited  myopia  is  commonly  an  innocent  disorder,  while 
the  non-hereditary  forms  are  usually  pernicious.  Have  we 
statistics  in  proof  of  this?  It  would  be  difficult  to  obtain 
them,  for  we  cannot  exclude  heredity  merely  by  examining 
the  father  and  the  mother.  Moreover,  at  the  time  of  life 
when  the   complications    of   high    myopia  chiefly  occur    the 

*JSettleship,  Diseases  of  the  Eye. 
fWray,  Ophth.  Rev.,  1897,  p.  359. 
jSchwabe,  Nagel's  Yearbook,  1894,  p.  147. 
§Batten,  Ophth.  Rev.,  1862,  p.  1. 
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patient  is  not  likely  to  bring  his  parents  with  him.  They  are 
probably  inaccessible.  Hereditary  or  family  myopia,  even  of 
high  degree,  is  sometimes  of  remarkably  innocent  type. 
Maclehose  has  published  a  striking  instance  of  this.*  But 
heredity  confers  no  immunity  from  pernicious  complications. 
I  know  a  family  where  the  father  has  myopia  of  10  and  6  D., 
and  two  daughters  have  each  lost  the  use  of  one  eye  through 
complications  of  high  myopia  which  occurred  during  adult 
life.  The  other  sons  and  daughters  are  all,  or  nearly  all,  free 
from  eye  trouble.  No  doubt  it  is  better  to  have  a  myopia  in- 
herited from  one's  parents  and  an  otherwise  sound  organism, 
than  a  myopia  acquired  for  one's  self  by  reason  of  debility  or 
disease ;  but  we  must  not  pronounce  a  myope  to  be  safe  sim- 
ply because  his  parents  were  myopic  before  him. 

6.  Occupation. — The  future  of  many  myopic  eyes  depends 
on  the  way  in  which  they  are  used.  Prolonged  and  habitual 
close  work  does  harm.  We  see  the  effect  in  overworked 
school  children,  clerks,  schoolmistresses,  literary  men,  seam- 
stresses, jewelers,  typesetters,  and  others.  We  see  it  not 
only  in  the  greater  prevalence  of  complications  among  such 
persons,  but  in  individual  cases.  Excessive  close  work  in 
early  life  is  often  accompanied  by  rapid  increase  of  refrac- 
tion; in  later  life  it  often  aggravates  the  graver  complications. 
Patients  who  must,  or  will,  continue  such  work  in  excess 
especially  those  whose  working  distance  is  already  too  short, 
and  who  decline  to  lengthen  it  by  the  aid  of  glasses,  are 
encouraging  their  myopia  to  run  a  pernicious  course.  The 
amount  of  risk  must  be  estimated  from  the  grade  of  the 
myopia,  the  age  of  the  patient,  and  the  amount  of  choroidal 
change  already  present.  To  give  a  bad  prognosis  by  way  of 
warning  is  sometimes  the  best  or  only  way  to  prevent  its 
fulfillment. 

Time  forbids  me  to  enter  upon  the  question  of  the  treat- 
ment, and  I  have  no  desire  to  do  so,  for  I  had  my  say  on  that 
subject  at  the  annual  meeting  of  our  Association  held  in  Bir- 
mingham in  1890, f  and  have  little  to  add  at  the  present  time. 
I  will  only  repeat  one  leading  principle,  namely,  to  suspect 
every  myopia,   and  especially  every  youthful  myopia,    of  a 

♦Maclehose,  Ophth.  Kev.,  1897,  p.  207. 
fOphth.  Kev.,  1890,  pp.  313  and  345. 
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tendency  to  increase,  until  time  has  proved  it  to  be  stationary ; 
to  be  doubly  suspicious  in  presence  of  congestion  or  atrophy ; 
and  to  re-examine  at  intervals  of  six  months,  twelve  months, 
or  longer,  according  to  the  nature  of  the  case.  Only  in  this 
way  can  we  decide  on  the  rational  measures  of  precaution 
which  are  needed  in  each  case  and  which  are  the  essence  of 
treatment.  We  can  do  far  more  important  service  to  our 
short-sighted  patients,  if  they  will  let  us  do  it,  by  helping 
them  to  avoid  a  pernicious  development  of  their  disorder, 
than  by  any  attempt  at  remedial  treatment  after  the  fact. 

Mr.  Percival,  after  entering  into  an  account  of  the  action 
of  the  oblique  muscles,  contended  that  when  the  eyes  were 
converged  and  depressed  as  in  ordinary  reading,  together  with 
the  internal  recti,  the  superior  obliques  were  chiefly  called  into 
play,  and  to  a  much  smaller  extent  the  inferior  recti,  in  order 
to  overcome  the  slight  residual  torsional  action  of  the  superior 
obliques.  This,  he  considered,  had  an  important  bearing  on 
the  development  of  posterior  staphyloma  and  perhaps  of  reti- 
nal detachment,  as  the  two  obliques  would  exert  a  lateral 
pressure  on  the  eyeball  and  would  tend  to  squeeze  the  eye  into 
the  shape  of  a  lemon;  and  it  would  be  the  uveal  posterior 
pole  which  would  give  way  first.  He  stated  that  he  was  in 
the  habit  of  cautioning  his  myopic  patients  against  depressing 
their  eyes,  and  he  advised  them  to  read  in  an  arm-chair,  so 
that  the  book  could  be  conveniently  held  at  the  level  of  the 
head  by  resting  their  elbows  on  the  arms  of  the  chair.  By 
these  and  similar  methods  he  had  been  able  to  arrest  the 
myopia,  notably  in  four  bad  cases. 

Mr.  Henry  Power  warmly  complimented  Mr.  Priestley 
Smith  on  his  interesting  paper.  He  could  only  approach  the 
subject  from  a  purely  practical  point  of  view.  In  the  case  of 
a  myopic  child,  he  was  very  particular  that  he  should  be 
seated  in  a  position  near  a  window  from  which  good  light 
would  fall  upon  the  book.  Secondly,  great  attention  should 
be  paid  to  prevent  the  patient  from  acquiring  the  habit  of 
holding  the  head  too  near  the  book ;  and,  thirdly,  the  utmost 
care  should  be  taken  to  insure  that  the  diet  was  full  and  suffi- 
cient, and  particularly  that  no  work  should  be  done  before 
breakfast.  The  diet  as  a  rule  in  schools  he  was  satisfied  was 
insufficient. 


344  Medical  Societies, 

Dr.  A.  Darier  said  that,  after  the  excellent  paper  by  Mr. 
Priestley  Smith,  there  was  but  little  to  add  except  to  point 
out  the  benefit  which  sometimes  followed  massage  of  the 
globe  in  myopia.  Judging  from  cases  of  traumatic  myopia 
in  which  a  blow  considerably  increased  the  myopia  present, 
one  would  expect  that  massage  would  do  more  good  in  cases 
of  hypermetropia  or  presbyopia.  This  was  also  found  to  be 
true,  but  at  the  same  time  cases  of  low  myopia  were  greatly 
benefited  by  it,  difficult  as  it  might  be  to  explain.  He  had 
seen  boys  and  girls  after  massage  able  to  see  as  well  without 
as  with  their  former  glasses  of —  1.0  D.  or —  1.50  D.,  and  in 
higher  cases  the  vision  with  glasses  could  be  much  improved 
by  massage.  He  considered  that  this  was  caused  by  its 
strengthening  the  ciliary  muscle,  increasing  the  nutrition  of 
the  membranes,  and  lessening  the  tension. 

Mr.  Thompson  confirmed  what  Mr.  Priestley  Smith  had 
said,  that  no  hard-and-fast  line  could  be  drawn  between  cases 
of  stationary  and  progressive  myopia.  With  regard  to  cho- 
roiditis, a  useful  distinction  could  be  made  between  cases  with 
a  well-defined  crescent,  whether  single,  double,  or  even  treble, 
and  those  with  some  changes  beyond  the  crescent.  The 
former  cases,  if  they  saw  well,  might  safely  be  ordered  full 
correction  for  general  use  if  the  myopia  did  not  exceed  —  6 
or  —  8  D.  Hereditary  cases  even  as  high  as  —  12  D.  or  more 
were  often  seen  without  any  crescent,  and  monocular  cases 
often  belonged  to  this  class. 

Mr.  Eales  agreed  in  the  general  views  laid  down  by  Mr. 
Priestley  Smith.  He  found  it  convenient  to  classify  the  cases 
into  two  classes — first,  those  whose  power  of  accommodation 
was  good  or  excessive ;  and,  secondly,  those  whose  accommo- 
dation was  feeble.  In  the  former  cases  he  always  ordered 
full  correction  for  all  purposes,  even  in  high  degrees  of 
myopia,  reserving  weaker  glasses  for  reading  purposes,  etc., 
for  the  latter  only.  He  attached  considerable  importance  to 
the  presence  of  exophoria  so  often  seen  in  myopes,  and  for 
these  the  addition  of  prisms  often  gave  relief  not  previously 
obtained.  Another  point  of  great  importance  was  the  correct 
centering  of  the  lenses,  especially  in  higher  degrees,  and  by 
attention  to  those  conditions  much  discomfort  was  frequently 
avoided. 
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Mr.  E.  Dykes  Bower  said  that  being  a  myope  himself  he 
was  much  interested  in  the  discussion.  He  considered  that 
reading  with  insufficient  light  was  a  most  important  factor  in 
developing  myopia.  Nearly  all  myopes  liked  and  required 
plenty  of  light,  and  the  photophobia  experienced  by  emme- 
tropes  and  hypermetropes  was  very  seldom  seen  in  cases  of 
myopia.  He  strongly  disapproved  of  myopes  indulging  in 
gytnnastic  exercises  which  involved  holding  the  head  down- 
wards. Among  the  many  circumstances  which  combined  to 
increase  myopia,  he  looked  upon  reading  with  insufficient 
light  and  holding  the  book  too  close  to  the  eyes,  whether 
using  glasses  or  not,  as  two  of  the  most  important.  No 
doubt  in  all  cases  theoretically  glasses  should  be  worn  habit- 
ually, but  practically  the  majority  of  those  whose  myopia  was 
less  than  3  D.  would  not  require  them  for  near  work.  To 
read  without  glasses  in  moderate  or  high  degrees  of  myopia 
led  to  its  increase,  and  probably  to  weakening  and  wasting 
of  the  ciliary  muscle.  He  drew  attention  to  the  fact  that  Mr. 
Priestley  Smith  had  said  nothing  about  the  prognostic  sig- 
nificance of  muscee  volitantes.  Were  they  of  evil  moment? 
Was  detachment  of  the  retina  more  frequent  in  such  cases, 
and  did  such  eyes  as  had  them  require  special  care  and 
attention  ? 

Mr.  E.  E.  Maddox  thought  that  the  increase  of  myopia 
was  due  more  to  fatigue  and  working  under  bad  conditions 
than  either  to  accommodation  or  convergence.  The  chief 
evil  of  convergence  was  the  stooping  it  generally  involved. 
When  patients  looked  obliquely  through  their  glasses  to  enable 
them  to  see  better,  the  muscular  strain  involved  was  bad  and 
the  refraction  should  be  carefully  corrected.  He  considered 
that  one  great  reason  for  the  increase  of  myopia  of  high  de- 
gree was  the  large  area  exposed  to  the  liquid  pressure  propor- 
tional to  the  number  of  unit  areas,  which  was  very  great  in  an 
eye  of  abnormally  large  size. 

Dr.  Bronner  had  found  fundus  changes  much  more  com- 
mon in  women  than  in  men,  and  this,  he  thought,  was  due  to 
menstrual  vasomotor  disturbances.  In  men  choroidal  changes 
were  more  common  if  they  had  suffered  from  syphilis.  If  a 
myope  removed  to  a  more  sunny  and  brighter  climate,  an  in- 
crease  was  very  likely  to  take  place,  due  to  retinal  congestion. 
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Monocular  myopia  was  more  liable  to  increase  if  a  correcting 
glass  was  not  worn,  and  this  spoke  in  favor  of  correcting  all 
cases  of  myopia. 

Dr.  Rayner  Batten  said  that  he  considered  all  acquired 
myopia  as  liable  to  progress  under  any  unfavorable  circum- 
stance. In  addition  to  the  points  mentioned  by  Mr.  Priestley 
Smith,  as  regards  the  condition  of  the  fundus,  he  laid  special 
stress  on  the  distortion  and  stretching  of  the  retinal  vessels 
as  giving  the  earliest  and  most  certain  evidence  of  the  occur- 
rence, position,  and  progress  of  a  staphyloma,  and  of  the 
tilting  of  the  optic  disc,  accompanied  by  oedema  of  one  side  of 
the  disc,  as  an  indication  of  progressive  myopia.  He  consid- 
ered that  the  treatment  depended  on  the  cause,  and  held  this 
was  usually  due  to  deficient  tone  and  supporting  power  in  the 
muscles  of  the  eye.  This  lack  of  tone  was  frequently  due  to 
constitutional  conditions.  He  advocated  the  systematic  edu- 
cation of  the  intraocular  and  extraocular  muscles,  and  this  he 
considered  was  best  promoted  by  full  correction  glasses.  He 
also  advised  systematic  muscular  exercises  practiced  daily, 
combined  sometimes,  in  the  first  place,  with  massage  of  the 
face  and  neck. 

Mr.  Tatham  Thompson  said  that  unfortunately  in  the 
earliest  stages  myopia  was  seldom  seen,  and  frequently  not 
until  difficulties  at  school  brought  it  under  notice.  He  be- 
lieved that  it  was  of  the  utmost  importance  to  correct  myopes 
as  early  and  as  fully  as  possible,  thus  giving  every  encourage- 
ment to  the  holding  of  books  at  a  proper  distance.  Having 
once  developed  a  habit  of  holding  objects  too  near  the  eyes, 
it  should  be  combated  in  every  possible  way. 

Reply. — Mr.  Priestey  Smith,  in  reply,  remarked  on  the 
very  unanimous  opinion  expressed  by  the  different  speakers. 
With  regard  to  muscse,  he  considered  them  of  no  importance 
if  it  were  the  patient  only  who  saw  them ;  but  should  floating 
opacities  be  observable  with  the  ophthalmoscope,  then  they 
really  indicated  a  degenerative  change.  Jewelers,  as  a  rule, 
used  both  eyes,  and  were  subject  to  myopia,  but  watchmakers, 
who  used  only  one  with  a  magnifying  glass,  were  not  espe- 
cially liable  to  develop  myopia. 
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ADVANCEMENT,  FORMS  OF  OPERATION,  AND  WHEN 
INDICATED. 

Francis  Valk  (Ophthalmic  Record,  August)  discusses  the 
different  operations  and  describes  the  one  he  has  found  most 
satisfactory,  which  he  credits  to  Savage,  though  he  and  Sav- 
age worked  simultaneously  in  developing  it.  The  operation 
as  he  performs  it  in  latent  and  paretic  squint  is  described  as 
follows : 

' '  After  the  eye  has  been  properly  prepared  with  a  so- 
lution of  boracic  acid  and  a  solution  of  cocain  used,  or  an  anes- 
thetic if  necessary,  the  lids  are  separated  by  a  speculum  and 
the  conjunctiva  raised  with  the  forceps  over  the  lower  or 
upper  point  of  the  insertion  of  the  tendon.  I  then  make  a 
vertical  incision  followed  by  one  horizontal,  forming  an  L. 
This  is  dissected  loose  from  the  underlying  tissue  and  then 
an  opening  is  made  in  Tenon's  capsule  and  the  small  hook  is 
passed  beneath  the  tendon ;  as  the  point  of  the  hook  comes 
out  another  hook  is  inserted  in  an  opposite  direction  and  the 
two  hooks  forcibly  drawn  apart,  so  exposing  the  tendon  and 
part  of  the  muscle.  I  now  pass  the  small  instrument,  called 
twin  strabismus  hook,  beneath  the  muscle,  and  the  hooks  are 
allowed  to  separate  by  the  action  of  the  small  spring  in  the 
joint,  and  the  two  hooks  are  then  removed.  We  now  have 
the  muscle  and  the  tendon  fully  exposed  and  ready  for  the 
suture.  Now,  taking  a  piece  of  sterilized  catgut  from  the 
capsule,  we  thread  the  needle  and  pass  it  first  through  the 
lower  part  of  the  tendon,  then  through  the  muscle,  as  far 
backward  as  we  wish  to  make  the  « tuck,'  passing  from  within 
outward.  It  then  goes  across  the  belly  of  the  muscle  and  is 
passed  through,  from  without  inward  and  back  to  the  tendon 
where  it  passed  from  within  outward,  at  a  point  correspond- 
ing to  the  first  insertion.  As  the  ends  are  tied  over  the  ten- 
don at  this  fixed  point  we  see  readily  the  'tuck'  formed  afi 
the  muscle  belly  is  drawn  forward  and  its  long  axis  shortened. 
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However,  in  case  of  fixed  squint,  I  do  a  complete  tenotomy  of 
the  opposing  muscle  before  the  suture  is  tied."  The  ques- 
tion when  this  operation  is  indicated  seems  to  him  the  most 
important.  He  has  no  confidence  in  any  method  of  examin- 
ing that  will  "take  the  higher  centers  off  their  guard,"  or 
destroy  the  fusion  or  guiding  sensation  of  the  eye,  and  he 
uses  the  tests  that  destroy  it  simply  as  confirmatory.  He 
asks:  Do  not  physiologic  conditions  show  that  Nature  in- 
tended the  eye  should  have  power  to  move  the  eyeballs  more 
in  one  direction  than  others,  that  the  interni  should  be  the 
most  powerful — even  independent  of  the  power  of  conver- 
gence— and  next,  the  externi,  and  in  following  order  the  in- 
ferior and  the  superior,  the  weakest  of  all?  Should  we  not 
find,  he  asks,  that  the  power  of  adduction  is  two  to  four  times 
greater  than  that  of  abduction,  and  the  power  to  turn  the  eye- 
downward  somewhat  greater  than  that  of  sursumduetion : 
and,  therefore,  he  fixes  his  standard  as  that  "in  which  the 
power  of  abduction  is  more  or  less  one  of  fixed  condition  un- 
der which  the  eyes  will  diverge  6  or  8  prism  degrees,  so  a>  to 
fuse  or  blend  the  retinal  images;  and  then  we  expect  to  find 
the  power  of  abduction  anywhere  from  12  to  30  prism  degrees 
without  any  muscular  imbalance.  Similarly  we  find  the  sur- 
sumduetion one,  two  or  three  degrees  in  each  eve,  and  the 
opposing  muscle  will  show  deorsumduction  of  about  one  de- 
gree greater."  With  this  c  ondition  of  the  muscular  balanc 
fully  confirmed  by  several  tests,  he  does  not  think  we  can 
have  any  muscular  imbalance,  without  regard  to  what  the 
other  tests  may  develop  when  deprived  of  the  fusion  force. 
In  defining  noticeable  modifications  from  that  standard  for  his 
indications  for  operation,  he  points  out  the  indications  in  va- 
rious conditions — esophoria,  exophoria,  diplopia,  convergent 
squint,  etc.  From  his  past  experiences  with  the  operation  of 
advancement  and  shortening  the  indications  depend  upon  one 
of  degree,  in  reference  to  the  change  in  position  of  the  visual 
line,  the  power  of  the  weak  muscle,  and  that  of  imbalance  of 
the  muscle  apparatus,  as  shown  by  the  tropometer  and  tests 
of  duction  of  prisms.  He  considers  that  advancement  is 
fully  required  when  we  have  a  deviation  of  the  visual  line  of 
more  than  thirty  degrees  of  the  arc.  He  concludes  "That 
shortening  is  indicated  in  all  cases  of  squint,  if  not  too  great, 
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(less  than  thirty  degrees,)  combined  with  tenotomy,  of  the  op- 
posing muscle  if  necessary.  That  in  all  cases  of  imbalance — 
without  any  deviation  of  the  visual  line — the  operation  of 
shortening  the  weak  muscle,  thereby  improving  its  power  to 
turn  the  eye  under  the  stimulation  of  the  fusion  force,  is  the 
best  in  my  hands,  as  I  have  fully  proved  its  application  and 
usefulness.  That  the  operation  of  shortening  is  also  indicated 
in  cases  of  paresis  and  the  so-called  paresis  of  divergence,  in 
which  we  have  a  latent  insufficiency  of  the  muscular  power, 
that  frequently  becomes  manifest  when  they  are  about  40 
years  of  age  and  presbyopia  with  hyperopia  is  present.  That 
in  all  cases  of  heterophoria  or  latent  squint,  either  lateral  or 
vertical,  the  best  results  will  always  be  obtained  by  the  op- 
eration of  shortening,  without  any  fear  of  an  over-correction, 
as  long  as  the  guiding  sensation  of  the  eye  is  free  to  act  on 
the  cerebral  centers,  as  the  process  of  healing  takes  place." 

METASTATIC  CHOROIDITIS    OCCURRING  IN    THE    COURSE    OF 
PNEUMONIA,  DUE  TO  GRIPPE,  ETC. 

Chas.  Stedman  Bull  (Medical  Record,  Aug.  31)  discusses 
metastatic  choroiditis  occurring  in  the  course  of  pneumonia 
due  to  grippe,  based  on  a  study  of  six  cases  with  two  autop- 
sies. Metastases  are  assumed  to  be  less  frequent  in  the  dis- 
tribution of  the  carotid  arteries  than  in  the  internal  organs. 
As  only  one-eighth  of  the  blood  of  the  ophthalmic  branch 
goes  to  the  eye-ball,  it  is  not  very  receptive  of  compact 
plugs,  capillary  embolic  being  much  more  common.  It  has 
been  asserted  the  occurrence  of  metastatic  ophthalmitis  signi- 
fies that  the  general  disease  is  of  a  particularly  severe  type. 
This  the  author  doubts,  for  if  true  the  ocular  trouble  would 
of  necessity  be  regarded  of  peculiar  and  unusual  importance, 
and  would  have  a  marked  prognostic  significance.  The  bi- 
lateral appearance  of  metastatic  choroiditis,  like  all  bilateral 
intraocular  lesions,  must  be  regarded  as  symptoms  of  a  gen- 
eral constitutional  disease,  and  in  such  cases  we  should  expect 
to  find  numerous  metastases  in  other  tissues  supplied  by  the 
carotid  arteries.  The  disease,  as  presented  in  the  six  cases 
reported,  was  characterized  by  pain  in  the  eye  and  head,  in- 
tense vascular  congestion,  with  the  usual  symptoms  of  irido- 
choroiditis,  and  rapid  and  total  loss  of  vision.  The  condi- 
tion may  be  ushered  in  by  severe  headache,  vomiting,  rise  of 
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temperature,  and  general  febrile  symptoms.  Intraocular  ten- 
sion is  increased  at  first,  but  subsequently  sinks  much  below 
normal.  The  course  of  the  disease  is  from  three  to  six 
Aveeks,  and  the  prognosis  is  always  bad,  the  case  always  end- 
ing in  blindness  and  phthisis  bulbi.  The  author  does  not 
advise  enucleation  in  the  acute  stage  of  suppuration,  espe- 
cially if  Tenon's  capsule  or  the  orbital  tissue  is  involved. 

A  CASE    OF   SYMMETKIC   RETINAL  DETACHMENT  OCCURRING 

DURING    LABOR,   AND    ASSOCIATED    WITH 

ALBUMINURIA,    RESULTING    IN 

COMPLETE  RECOVERY. 

Reginald  G.  Haun  and  R.  Lawford  Knaggs  (The  Lancet, 
May  18)  report  a  case,  which  is  one  of  the  causes  of  blind- 
ness during  parturition.  Retinal  detachment  during  labor 
generally  ends  in  recovery,  while  such  an  accident  occurring 
during  an  attack  of  renal  disease  is  usually  a  prelude  to  a 
fatal  result. 

AN  IMPROVED  LANTERN  FOR  DETECTING  COLOR  BLINDNESS 

TO  SUPPLEMENT  THE  DEFICIENCIES  OF  THE 

WOOL   TESTS. 

William  Thomson  and  Archibald  G.  Thomson  (Phila- 
delphia Medical  Journal,  Sept.  21)  describe  an  improved 
form  of  lantern  which  they  recommend  for  use  as  a  supple- 
ment to  the  usual  test  with  Holmgren's  wools,  the  deficiencies 
of  which  it  supplies.  With  the  new  lantern  any  attempt  to 
dishonestly  pass  the  color  test  is  absolutely  impossible. 

DISADVANTAGES  OF  COPPER  SULPHATE  IN  DISEASES  OF  THE 
CONJUNCTIVA  AND  CORNEA. 

Cornelius  Williams  (Medical  Record,  Sept.  21)  says  the 
objections  to  sulphate  of  copper  are  so  great,  and  its  advan- 
tages so  much  less  than  those  of  other  and  safer  remedies, 
that  it  should  be  banished  from  our  list.  He  thinks  bi- 
chloride of  mercury  far  superior  to  copper  sulphate  in  all 
conditions  in  which  the  latter  drug  is  indicated.  His  conclu- 
sions are  as  follows  :  1.  Copper  sulphate  in  ocular  affections 
is  maleficent  in  its  effects.  2.  Any  good  effect  following  the 
application  of  the  solid  copper  sulphate  in  any  disease  of  the 
eye  may  be  obtained  with  the  use  of  safer  and  practical lv 
painless  means.  3.  Trachoma  is  most  successfully  treated 
with  weak  solutions  of  silver  nitrate,  together  with  frequent 
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irrigation  with  weak  bichloride  solution  in  normal  salt.  4. 
No  application  to  an  inflamed  conjunctiva  which  produces  a 
lasting  pain  should  be  countenanced.  5.  Expression  is  not 
absolutely  essential,  yet  much  hastens  the  cure  of  trachoma. 
6.  A  mydriatic  should  be  used  in  every  disease  of  the  eye  in- 
volving corneal  lesions.  7.  Copper  has  ruined  more  eyes 
than  it  has  ever  benefitted. 

BIFOCAL  LENSES;  WHAT  AREA  SHALL  BE  DEVOTED   TO   THE 
SHORTER  FOCUS? 

John  E.  Weeks  (Medical  Record,  Aug.  24)  gets  the  best 
results  with  the  small  oval  "  plaster,"  placed  on  the  distance 
lens  so  that  it  will  give  sufficient  field  area  at  the  reading  dis- 
tance,  and  will  also  permit  of  distant  vision  almost,  if  not  en- 
tirely, around  it.  The  "  plaster  "  should  be  oval,  10  mm. 
in  its  vertical,  and  15  mm.  in  its  horizontal  diameter.  If  the 
disc  is  placed  two  mm.  above  the  lower  edge  of  the  distance 
lens  it  will  permit  of  sufficiently  clear  vision  below  to  enable 
the  wearer  to  see  the  curb,  descend  stairs,  etc.,  without 
trouble.  The  dispersion  rays  of  light  occasioned  by  the  edge 
of  the  l '  plaster ' '  can  be  minimized  by  making  the  edge  very 
thin. 

A  CASE  OF  AMBLYOPIA  DUE  TO  EXCESSIVE  TEA  DRINKING. 
E.  W.  Henry  (Ophthalmic  Review)  reports  the  case  of  a 
man,  aged  57,  who  used  no  tobacco,  drank  very  little,  but  in- 
dulged freely  in  excessively  strong  tea.  He  complained  of 
dazzling  and  mistiness,  and  his  vision  was  reduced  nearly  one- 
third.  Under  treatment,  and  discontinuing  the  tea,  his 
symptoms  disappeared  and  vision  in  three  months  became 
normal. 

TREATMENT  OF  THE  APPARENTLY  UNAFFECTED,  OR  AT 

MOST  BUT  SLIGHTLY  INVOLVED  EYE,  IN  CASES 

OF  GLAUCOMA. 

G.  E.   DeSchweinitz  (Phila.   Med.   Journal,   Sept.    21) 

recommends  keeping  the  non-affected  eye  under  the  influence 

of  a  myotic  until  the  other  eye  is   entirely  healed  and  free 

from  irritation.     In  cases  of  acute  glaucoma  the  apparently 

unaffected  eye  should  be  operated  on  as  soon  as  the  anterior 

chamber  is  restored  in  the  other  eye,  if  indications  show  thai 

it  is  likely  to  suffer  a  glaucomatous  attack  like  its  fellow. 

Especially  does  the  author  recommend  this  procedure  when 
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the  patient  is  likely  to  pass  from  under  observation.  In 
chronic  congestive  glaucoma  the  same  advice  applies,  and  the 
operation  should  be  urged  if  the  apparently  unaffected  eye 
has  had  attacks  of  nebulous  vision  associated  with  increased 
tension.  In  chronic  simple  glaucoma  if  any  increased  ten- 
sion whatever  is  shown  an  operation  should  be  performed, 
even  with  perfect  central  and  peripheral  vision.  In  absolute 
glaucoma  the  rules  laid  down  for  the  acute  variety  are  appli- 
cable. 

ON  THE  FREQUENCY  OF  ASTHENOPIA,  ESPECIALLY 
IN  AMERICA. 

Lucien  Howe  (Buffalo  Medical  Journal,  Sept.)  thinks 
asthenopia  is  much  more  frequent  in  this  country  than  in 
Europe.  This  he  attributes  to  the  prevalent  carelessness  in 
the  use  of  the  eyes,  the  strenuous  life  we  lead,  indigestion, 
etc.  He  also  finds  that  these  cases  are  more  successfully 
treated  in  this  country  than  abroad.  The  average  American 
physician  is  better  fitted  to  detect  and  meet  the  conditions 
and  American  ophthalmologists  are  better  supplied  with  diag- 
nostic appliances  for  such  cases.  (They  appreciate  more 
thoroughly  the  necessity  of  carefully  correcting  small  errors 
of  refraction,  and  attach  much  more  importance  to  hetero- 
phoria  in  this  class  of  cases  than  do  foreign  ophthalmolo- 
gists.) 

ALBUMINURIC    RETINITIS    AND    UREMIC    AMAUROSIS,    WITH 

ESPECIAL  REFERENCE  TO  THEIR   OCCURRENCE 

DURING  PREGNANCY. 

Edmund  D.  Clap  (Boston  Medical  and  Surgical  Journal, 
July  11)  finds  these  troubles  rare  in  pregnancy,  but  very  im- 
portant when  they  do  occur.  The  prognosis  of  albuminuric 
retinitis,  as  to  sight,  is  favorable  for  the  first  attack  if  it  oc- 
curs after  the  sixth  month,  but  less  and  less  so  for  each  suc- 
ceeding attack.  Prognosis  for  sight  is  bad  if  it  occurs  be- 
fore  the  sixth  month.  When  it  occurs  early  in  the  preg- 
nancy, abortion  should  be  considered  if  the  retinitis  is  at  all 
severe,  especially  if  hemorrhagic,  or  if  a  slight  retinitis  is 
progressive  in  spite  of  treatment.  When  retinitis  develops 
after  the  sixth  month  it  is  best  to  wait,  especially  in  first  at- 
tack, and  not  induce  labor  unless  some  other  symptom  de- 
mands it. 
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AN  ENORMOUS  CICATRICIAL  CYST. 

History  by  Henry  Dickson  Bruns,  M  D.,  New  Orleans. 

Microscopical  Examination  and  Description  by  Adolf  Alt,  M.D 

THE  most  interesting  specimen,  which  I  owe  to  the  kind- 
ness of  Dr.  Henry  Dickson  Bruns  of  New  Orleans,  and 
which  is  to  be  described  in  detail  in  the  following,  was  accom- 
panied by  this  report : 

"C.  F.  T.,  a  white  clerk,  aged  22,  came  to  our  office  on 
February  16,  1901. 

He  said  that  his  right  eye  had  been  operated  on  for  cata- 
ract with  iridectomy  in  October,  1897.  In  May,  1900,  after 
he  had  felt  pain  in  the  right  eye  for  three  or  four  days,  he 
noticed  a  swelling  at  the  site  of  the  incision.  He  has  been 
suffering  ever  since.  The  pain  was  sometimes  continuous  for 
three  or  four  days  at  a  time,  and  at  times  both  eyes  hurt  him 
severely. 

44  On  the  examination  there  is  found  considerable  ciliary 
injection,  a  marked  cystoid  cicatrix  and  ciliary  staphyloma. 
V=o. 

"  On  February  17,  1901,  the  eye  was  enucleated  in  chloro- 
form anaesthesia.  No  accident.  The  eye  was  placed  in  ;i 
10  per  cent,  formol  solution. 
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February  18th.  Doing  well 


Bandage  removed. 


Borax 
wash  frequently  used. 

"  February  21st.  Patient  returns  to  his  home  in  the  coun- 
try.    All  pain  and  discomfort  have  disappeared. 

"  March  2d.  A  vertical  section  through  the  eyeball,  passing 
through  the  cyst,  shows  that  there  is  no  real  staphyloma.     It 


Fig.  l. 


is  a  pure  cystoid  cicatrix,  with  the  stump  of  the  iris  adherent 
to  it." 

The  macroscopical  inspection  of  the  half  of  the  eye  which 
I  received  showed  a  really  enormous  cyst.  In  the  hardened 
specimen  its  longest  diameter,  lying  backwards  on  the  sclero- 
tic, was  9  mllm. :  its  elevation  from  the  sclerotic  was  5  mllm. 
Undoubtedly  in  life  these  measures,  especially  the  latter  one, 
were  decidedly  greater.      (See  Figs.  1  and  2.) 

The  outer  cyst  wall  begins  in  the  cornea.  The  gap  be- 
tween cornea  and  corneo-scleral  tissue  is  1  mllm.  wide.     In 
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the  portion  of  eyeball  which  I  have  examined  no  adhesion  of 
the  iris  stump  is  visible,  although  this  may  have  been  visible 
in  the  half  which  Dr.  Brums  retained. 

Microscopically  it  is  seen  that  the  cystic  formation  begins 
with  the  corneal  tissue  well  forward  of  the  corneo-scleral 
juncture — that  is,  the  incision  was  made  well  within  the  clear 
cornea,  and  the  outer  lamellae  are  bulged  outwards.  From 
here    on    backwards    the    outer    wall     of    the    cyst    consists 


Fig.  2. 
Shows  cyst,  as  it  appears  several  millimeters  inwards  from  corneal  incision. 

chiefly  of  condensed  conjunctival  tissue,  covered  by  a  small 
amount  of  more  loose  conjunctiva.  At  the  apex  of  the  cyst 
this  outer  wall  joins  the  inner  wall,  which  is  formed  of  scle- 
rotic and  cornea.  (See  Fig.  3.)  The  latter  tissue  is  espe- 
cially recognized  by  its  layer  of  Descemet's  endothelium. 
The  tissues  surrounding  the  cyst,  especially  at  its  apex,  show 
small  round  cell  infiltration.  Through  the  gap  the  cyst  com- 
municates directly  with  the  anterior  chamber. 

There  is  no  tissue  adherent  to  the  anterior  lip  of  the  gap. 
To  the  posterior  lip  in  some  of  my  sections  a  piece  of  wrinkled 
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lens  capsule  is  agglutinated  and  folded  outwards  into  the  cyst, 
and  there  lost  in  the  inner  cyst  wall. 

The  whole  inside  of  the  cyst  is  lined  with  endothelium,  or 
flat  epithelium.  This  lining  is  not,  however,  equal  in  thick- 
ness all  over.  (S.ee  Fig.  3.)  While  in  some  parts  there 
are  only  two  or  three  superimposed  layers,  in  other  parts 
eight  or  more  layers  can  be  counted.      (See  Fig.  4.) 


Fig.  3. 


In  front  this  lining  of  the  cyst  walls  continues  to  a  certain 
distance  forward  on  Descemet's  membrane,  thus  hiding  the 
cells  of  the  endothelial  layer  of  this  membrane.  Where 
Descemet's  endothelium  is  visible  it  shows  throughout  the 
condition  of  stellate  retraction  of  the  cell  body  which  I  have 
described  as  ««  unrest." 

On  the  posterior  lip  of  the  gap  the  lining  of  the  cyst  is 
continuous  with  the  cell  layer  covering  the  wrinkled  lens  cap- 
sule, which  may  be  anterior  lens  epithelium. 

From  this  condition  it  is  difficult  to  say  what  is  the  origin 
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of  the  cells  lining  the  cyst.  Are  they  endothelial  and  derived 
from  Descemet's  endothelium,  or  epithelial  and  grown  from 
the  anterior  epithelial  cells  of  the  lens?  The  fact  that  their 
cell  body  stains  more  deeply  than  that  of  Descemet's  endo- 
thelial cells,  and  more  like  epithelial  cells  in  general,  may 
perhaps  be  taken  as  proof  that  these  cells  owe  their  origin  to 


fig.. 4. 


the  proliferation  of  the  cells  of  the  anterior  lens  epithelium. 
On  the  other  hand,  it  is  not  at  all  impossible  that  these  cells 
lining  the  cyst  sprang  originally  from  the  exterior  epithelium 
covering  the  cornea  and  conjunctiva. 

Nowhere  in  my  specimens  do  I  find  an  attachment  of  the 
iris  stump  to  the  cyst  wall,  nor  to  the  edges  of  the  opening 
into  the  anterior  chamber.  Inside  of  the  scleral  lip  of  the 
gap  lies  the  atrophic  ciliary  body,  with  remnants  of  lens  cap- 
sule and  lens  substance  attached  to  it.     There  is  also  a  total 
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blocking  of  the  iris  angle  in  the  parts  not  directly  concerned 
in  the  operative  area,  as  we  find  it  in  glaucoma.  What  is  left 
of  the  contents  of  the  cyst  are  innumerable  red  blood  cells, 
attached  to  the  cell  lining.  Ked  blood  cells  also  adhere  to 
Descemet's  endothelium,  and  are  found  in  clusters  in  the 
vitreous  body. 

From  the  foregoing  it  is  probably  clear  why  I  prefer  to 
call  this  a  case  of  cicatricial  cyst  instead  of  calling  it  a  cystoid 
scar. 

The  only  case  of  a  real  cystoid  scar  with  attachment  of 
the  iris,  which  seems  to  have  been  nearly  as  large  as  the  one 
under  consideration,  I  find  in  J5\  T.  Collins'  Researches  into 
the  Anatomy  and  Pathology  of  the  Eye,  on  Plate  VII.,  Fig.  C. 

He  says:  "I  have  examined  several  cystoid  cicatrices, 
and  find  they  are  always  lined  by  more  or  less  atrophied  iris 
tissue,"  and  then  describes  the  common  manner  in  which  a 
prolapsed  iris  not  only  keeps  the  wound  lips  from  uniting,  but 
also  becomes  stretched  by  the  intraocular  tension  so  as  to 
form  what  is  called  a  cystoid  scar. 

In  the  case  under  consideration  here  the  conditions  are, 
however,  different.  The  open  gap  between  the  corneal  and 
corneo-scleral  tissue  was  evidently  at  no  time  bridged  over 
from  within — not  even  by  iris  tissue.  The  lips  of  the  incision 
wound  were  evidently  held  apart  by  the  interposition  of  some 
portion  of  the  anterior  lens  capsule,  and  thus  the  closure  of 
the  gap  was  prevented.  In  consequence,  after  the  conjunc- 
tival wound  was  healed,  this  membrane  was  bulged  out  by 
the  free  access  of  the  aqueous  humor,  and  as  the  intraocular 
tension  increased,  the  fluids  from  the  interior  of  the  eye  bur- 
rowed farther  and  farther  back  under  the  conjunctiva,  thus 
causing  the  formation  of  a  true  cyst,  which,  however,  re- 
mained throughout  in  direct  communication  with  the  interior 
of  the  eyeball. 

I  have,  like  Collins,  examined  quite  a  number  of  cystoid 
scars,  but  in  no  case  found  the  conditions  to  be  like  they  are 
in  this  case. 
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ON  THE  COMPARATIVE  VALUE  OF   THE  VARIOUS 
PREPARATIONS   OF   SILVER   IN 
OPHTHALMIC  WORK. 

By  GUSTAVUS  HAKTRIDGE,  F.R.C.S., 

Senior  Surgeon,  Royal  Westminster  Ophthalmic  Hospital;  Ophthalmic  Surgeon  and 
Lecturer  on  Ophthalmology,  Westminster  Hospital. 

1  WOULD  first  offer  some  apology  to  the  members  of  this 
Section  for  the  introduction  of  a  paper  dealing  with  thera- 
peutics. I  am  aware  that  such  a  paper  cannot  be  very  inter- 
esting, because  the  use  of  most  drugs  is  surrounded  by  so 
many  difficulties  and  fallacies  that  unless  each  remedy  is  ap- 
plied by  one's  own  hands  it  is  easy  to  be  misled  with  regard 
to  results,  however  careful  one  may  be  to  keep  an  open  mind 
on  the  subject.  Then  in  applying  remedies  to  the  eye  one 
must  bear  in  mind  that  many  drugs,  especially  those  of  an  ir- 
ritating character,  produce  an  almost  instant  flow  of  tears, 
which  dilutes  the  remedy  at  once,  and  must  very  much  re- 
duce its  action.  Still,  the  object  of  all  our  knowledge — bac- 
teriological, pathological,  and  clinical — is  really  the  treatment 
and  relief  of  patients,  an  object  which  at  times  we  are  apt  to 
lose  sight   of.     A  distinguished  foreigner  once  said  to  me, 

C1  too 

after  looking  at  a  number  of  fundus  cases  in  which  we  had 
been  discussing  the  fine  changes  in  the  retinal  vessels,  "  Yes, 
the  diagnosis  and  the  prognosis  it  is  wonderful ;  but  the  treat- 
ment   "     The  reproof  contained  in  these  words  has 

often  been  brought  home  to  me.  It  will  be  admitted  on  all 
hands  that  within  the  past  few  years  great  progress  has  been 
made  in  the  study  of  diseases  of  the  eye  and  the  accurate  cor- 
rection of  its  optical  defects  and  muscular  disturbances.  Can 
we  say  that  a  corresponding  advancement  has  been  made  in 
the  treatment  by  drugs? 

It  is  chiefly  in  diseases  of  the  conjunctiva  and  lacrymal 
apparatus  that  the  salts  of  silver  have  been  found  useful. 

Inflammation  of  the  conjunctiva  is  among  the  commonest 
of  eye  affections,  but  it  is  only  recently  that  attention  has 
been  paid  to  the  different  micro-organisms  met  with  in  the 
conjunctival  sac,  and  the  importance  of  the  part  they  play  in 
the  various  forms  of  inflammation  of  this  mucous  membrane 
fully  recognized. 

Neisser  was  the  first  to  draw  attention  to  the  presence  of 
the  gonococcus   in   purulent  conjunctivitis,  and  to  establish 
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the  fact  that  the  virulence  of  this  disease  is  due  to  the  pres- 
ence of  this  particular  organism.  After  this  Weeks  described 
a  specific  bacillus  found  in  cases  of  acute  contagious  conjunc- 
tivitis, and  more  recently  Morax  has  discovered  a  diplobacillus 
in  the  secretions  from  cases  of  subacute  conjunctivitis.  In 
diphtherial  conjunctivitis  the  bacillus  of  Loenier  is  to  be 
found,  and  trachoma  is  known  to  be  due  to  the  trachoma 
coccus.  No  doubt  we  shall  soon  have  a  scientific  classifica- 
tion of  the  varieties  of  conjunctivitis  based  on  their  bacterio- 
logical characters. 

It  is  well  known  that  for  the  treatment  of  conjunctivitis 
we  possess  no  specific,  and  we  could  hardly  expect  to  have 
one  when  we  consider  the  cause,  symptoms,  and  pathological 
changes  that  take  place  in  inflammation  of  a  mucous  mem- 
brane; hence  almost  every  antiseptic  and  astringent  in  the 
Pharmacopoeia  has  been  tried  at  different  times.  The  reme- 
dies now  most  frequently  employed  are  boracic  acid,  sulphate 
of  zinc,  chloride  of  zinc,  sulphate  of  copper,  alum,  tannic 
acid,  borax  and  nitrate  of  silver. 

For  many  years  past  the  one  drug  on  which  reliance  has 
been  placed  in  all  severe  cases  of  purulent  ophthalmia  is  ni- 
trate of  silver,  and  for  this  purpose  it  has  proved  invaluable. 
The  efficacy  of  the  drug  depends  probably  chiefly  upon  its 
germicidal  qualities,  supplemented  by  its  powerful  astringent 
effects  upon  the  vessels  of  the  conjunctiva.  The  germicidal 
action  is  due  to  the  base  silver. 

The  employment  of  nitrate  of  silver  requires  great  care 
and  experience,  and  its  use  is  accompanied  by  certain  disad- 
vantages and  limitations,  which  may  be  summed  up  as  follows  : 

1.  Great  pain  and  irritation. 

2.  Strong  caustic  effect. 

3.  Long-continued  use  may  produce  permanent  staining  of 
the  conjunctiva. 

4.  The  action  of  the  drug  is  superficial,  owing  to  the 
ready  manner  in  which  it  is  precipitated  by  albumen  and 
chlorides. 

When  a  solution  of  nitrate  of  silver  is  used  to  the  conjunc- 
tiva it  should  be  very  lightly  applied  to  the  surface  of  the 
everted  lids,  and  should  not  be  allowed  to  come  in  contact 
with  the  cornea.  Hence  the  drug  is  only  safe  in  skilled 
hands. 
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When  the  conjunctival  surfaces  of  the  lids  are  brushed 
over  with  a  2  per  cent,  solution  of  this  salt,  a  delicate  bluish 
pellicle  forms,  which  is  in  reality  a  very  superficial  slough, 
and  is  accompanied  by  an  increase  in  the  inflammatory  symp- 
toms. This  in  an  hour  or  two  commences  to  subside,  the 
slough  separates  gradually,  and  the  condition  is  one  of  im- 
provement. After  about  twenty-four  hours  the  inflammatory 
symptoms  again  show  signs  of  increase,  and  then  a  second 
application  may  be  called  for.  Great  experience  is  required 
to  know  exactly  when  the  remedy  should  be  reapplied,  and  I 
have  often  found  it  difficult  to  decide  this  point. 

The  pain  produced  by  the  drug  is  acute,  and  may  last  for 
some  hours  even  when  cocaine  is  used.  The  pain  is  generally 
less  and  lasts  a  shorter  time  when  there  is  a  profuse  purulent 
secretion;  the  silver  then  becomes  quickly  converted  into 
albuminate  of  silver,  a  salt  which  is  unirritating.  This  chem- 
ical change  in  the  drug  limits  its  action,  and  prevents  it  pene- 
trating deeply  into  the  tissue,  and  thus  many  organisms  es- 
cape destruction. 

The  caustic  effects  of  the  drug  may  cause  sloughing  of  the 
epithelial  layer  of  the  conjunctiva,  and  sometimes  even  of  the 
deeper  layers,  and  so  produce  permanent  cicatrices. 

Solutions  of  nitrate  of  silver  continued  for  any  length  of 
time  may  produce  permanent  staining  of  the  conjunctiva. 
This  staining,  which  is  called  argyria,  is  most  disfiguring,  and 
is  caused  by  the  deposit  of  minute  granules  of  silver  in  the 
lymphatic  and  perilymphatic  structures. 

On  account  of  these  drawbacks,  efforts  have  been  made  to 
introduce  some  salt  or  compound  of  silver  which  may  be  as 
efficacious  as  the  nitrate,  while  free  from  its  disadvantages. 

The  following  compounds  have  been  supplied  to  us  by  the 
manufacturing  chemist:  Actol,  itrol,  argonine,  argentamine, 
nargol,  largin,  and  protargol. 

I  do  not  propose  to  weary  you  by  the  enumeration  of  a 
large  number  of  cases,  but  intend  to  briefly  sum  up  the  results 
as  they  appear  to  me,  in  11k;  hope  that  other-  members  may  be 
induced  to  state  their  opinion  of  a  class  of  remedies,  some  of 
which  should  certainly  retain  a  place  among  the  drugs  at  our 
disposal.  Nowadays  we  are  flooded  with  so  many  new  drugs 
that  the  tendency  is  to  become  over-skeptical,  with  the  result 
that  we  may  easily  miss  remedies  that  are  of  real  value. 
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Actol,  argentum  lactas,  AgC3H503,  is  soluble  in  water , 
1  in  15.  When  a  little  of  this  solution  is  applied  to  the  con- 
junctiva a  good  deal  of  irritation  is  produced,  almost  as  much 
as  a  drop  of  a  5  per  cent,  solution  of  nitrate  of  silver;  actol 
possesses  no  advantages  for  ophthalmic  work.  It  has  been 
used  extensively  in  surgery  or  dentistry. 

Itrol,  or  argentum  citras,  AgiC6H507,  is  a  white,  odorless 
non-caustic  powder  possessing  powerful  germicidal  properties ; 
it  is  soluble  only  with  difficulty  in  water  1  in  4,000,  but  it 
may  be  used  as  a  powder  directly  to  the  conjunctiva.  The 
results  I  have  obtained  in  a  few  cases  in  which  I  have  tried  it 
lead  me  to  think  that  it  is  an  excellent  antiseptic  with  consid- 
erable penetrating  power.  It  has  been  used  chiefly  in  sup- 
purative conditions  of  the  conjunctiva,  the  cornea,  and  the 
lacrymal  apparatus. 

Argonine,  or  argentum  casein,  contains  4  per  cent,  of 
silver,  readily  soluble  in  warm  or  albuminous  water,  but  with 
difficulty  in  cold  water.  Solutions  are  opalescent,  and  must 
be  freshly  prepared,  as  they  do  not  keep  well.  I  have  found 
this  preparation  inferior  to  both  protargol  and  largin. 

Argentamine  contains  2.6  per  cent,  of  silver;  it  has  been 
used  in  a  large  number  of  cases  by  Hoor,  who  has  made  ex- 
tensive trials  with  5  per  cent,  solutions ;  he  speaks  very  highly 
of  this  drug,  and  considers  it  very  penetrating  in  character, 
while  producing  but  little  irritation.  It  has  the  disadvantage 
of  containing  a  very  small  amount  of  silver. 

Nargol  is  a  chemical  compound  of  silver  and  nucleic  acid, 
containing  10  per  cent  of  silver ;  it  is  readily  soluble  in  water, 
very  stable,  and  is  said  to  possess  most  of  the  properties  of 
protargol;  it  may  be  used  in  5  or  10  per  cent,  solution. 
Nargol  is  supplied  as  a  light  brown  powder,  forming  in  so- 
lution a  brown  fluid,  which  gradually  becomes  darker  on  ex- 
posure to  light.  Solutions  of  the  drug  cause  no  pain  when 
introduced  into  the  conjunctival  sac,  and  it  is  pleasanter  to  use 
and  less  sticky  than  protargol.  In  acute  contagious  ophthal- 
mia I  have  used  10  per  cent,  solutions,  and  have  found  them 
efficacious,  cutting  short  the  attack  and  leading  to  a  rapid 
cure.  It  also  acts  well  in  suppurative  conditions  of  the  lac- 
rymal sac.  With  regard  to  purulent  ophthalmia  my  experi- 
ence of  the  drug  is  not  sufficient  to  justify  me  in  forming  an 
opinion.     The  remedy  certainly  seems  worthy  of  further  trial. 
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Largin  is  a  synthetical  compound  containing  11.8  per  cent, 
of  silver  combined  with  protalbin.  It  is  soluble  in  water  1  in 
10,  forming  a  yellowish  fluid,  which  becomes  very  frothy  on 
shaking.  The  preparation  is  more  stable  than  the  nitrate  of 
silver,  and  is  not  precipitated  by  albumen  and  chlorides.  It 
should  be  protected  from  the  light  and  must  be  freshly  pre- 
pared, as  it  tends  to  become  thick  and  sticky  if  kept  for  a 
few  weeks.  Its  chief  claim  is  that  it  contains  a  larger  amount 
of  silver  than  any  of  the  other  synthetical  preparations.  If 
a  drop  of  a  saturated  solution  be  instilled  into  the  conjunctival 
sac,  it  produces  slight  pain  and  irritation  which  soon  pass  off. 
In  purulent  ophthalmia  I  have  found  the  drug  somewhat  un- 
certain. In  a  few  cases  it  seemed  to  have  a  very  marked 
effect  in  cutting  short  the  attack  and  controlling  the  inflam- 
mation :  in  others  the  results  have  been  disappointing,  and  I 
have  arrived  at  the  conclusion  that  in  this  disease  it  is  dis- 
tinctly inferior  to  protargol.  In  acute  contagious  conjuncti- 
vitis due  to  the  Weeks  bacillus  the  drug  acts  very  well,  cut- 
ting short  the  attack,  and  leading  rapidly  to  complete  recov- 
ery. In  chronic  conjunctivitis  the  remedy  seems  to  have  but 
little  effect,  and  is  certainly  inferior  to  the  zinc  salts  and 
alum.  In  trachoma  the  drug  has  a  distinct  beneficial  effect 
in  diminishing  the  amount  of  secretion  and  shortening  the 
acute  attacks ;  it  may  also  be  usefully  employed  after  the  op- 
eration of  squeezing  out  the  granulation  with  the  roller  for- 
ceps ;  in  lacrymal  cases,  where  there  is  regurgitation  of  pus  or 
muco-pus  from  the  lacrymal  sac.  After  the  canaliculus  has 
been  slit  up,  the  sac  and  nasal  duct  may  be  syringed  out  with 
*  a  10  per  cent,  solution.  I  have  had  better  results  in  these 
troublesome  cases  with  this  than  with  any  other  drug,  and  for 
its  good  effects  in  these  cases  alone  the  remedy  is  worthy  of 
a  permanent  place  among  our  list  of  remedies.  It  has  been 
claimed  for  largin  that  it  does  not  stain  the  conjunctiva,  but 
this  is  certainly  wrong.  I  agree  with  Stephenson  that  staining 
easily  takes  place,  and  on  this  account  it  is  unwise  to  continue 
the  use  of  this  drug  longer  than  two  or  three  weeks  at  a  time 
Protargol  is  a  combination  of  silver  with  a  vegetable  albu- 
men, not  in  the  form  of  a  metallic  salt,  but  as  a  molecular 
compound.  It  contains  8.3  per  cent,  of  silver  and  is  not  de- 
composed by  albumen,  alkalies,  or  weak  hydrochloric  acid;  it 
is  very  soluble  in  hot  or  cold  water,  but  requires  protecting 
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from  the  light  and  should  be  freshly  prepared,  otherwise  it 
is  sticky  to  use  and  becomes  very  dark-colored.  Experiments 
have  proved  that  protargol  is  a  weaker  germicide  than  nitrate 
of  silver.  A  10  per  cent,  solution  of  protargol  equals  in  its 
germicidal  effects  a  2  per  cent,  solution  of  nitrate  of  silver, 
but  it  has  a  much  greater  penetrating  power  and  can  therefore 
exert  its  germicidal  qualities  longer  than  the  nitrate  of  silver, 
the  action  of  which  soon  becomes  stopped  by  the  decomposi- 
tion that  takes  place.  Protargol  is  pleasant  to  use,  has  no 
caustic  action,  and  causes  little  or  no  pain ;  it  may  be  applied 
either  as  drops  or  brushed  over  the  mucous  membrane  by 
means  of  a  camel's  hair  brush  or  a  cotton  wool  swab.  When 
I  first  commenced  the  use  of  protargol  I  began  with  solutions 
of  2,  5,  and  10  per  cent.,  but  I  soon  found  that  much  better 
results  were  obtained  with  10,  20,  and  30  per  cent,  solutions; 
now  in  cases  of  purulent  conjunctivitis  I  swab  over  the  con- 
junctiva twice  in  twenty -four  hours  with  a  30  per  cent,  solu- 
tion, and  even  when  the  cornea  is  implicated  this  is  no  con- 
traindication, the  secretion  quickly  diminishes,  the  swelling 
of  the  lids  goes  down,  and  the  case  rapidly  gets  well.  The 
good  effects  appear  to  be  due  to  the  double  effect  of  the 
drug,  first  and  foremost  the  germicidal  action  penetrating 
deeply  into  the  tissue  and  so  exerting  its  destructive  influence 
on  many  of  the  bacilli  which  would  otherwise  escape;  and 
secondly  its  astringent  effect  upon  the  conjunctival  vessels. 
In  acute  contagious  epidemic  conjunctivitis  due  to  the  Weeks 
bacillus — an  affection  that  was  very  prevalent  last  spring — I 
have  found  the  drug  give  excellent  results,  curing  the  cases 
quickly.  In  trachoma,  when  the  drug  has  been  used  in  strong 
solution  (50  per  cent.),  the  secretion  is  soon  diminished  and 
the  duration  of  the  case  shortened.  In  chronic  conjunctivitis 
and  blepharitis  the  drug  in  my  hands  has  proved  inferior  to 
the  zinc  salts  and  mercurial  ointment  commonly  used.  In 
suppurative  affections  of  the  lacrymal  apparatus  the  drug  is 
especially  useful  after  the  canaliculus  has  been  slit  up.  The 
sac  and  nasal  duct  may  be  syringed  out  first  with  a  5  per  cent, 
solution  of  protargol,  and  if  this  is  well  borne  the  strength  of 
the  solution  should  be  increased  to  10  per  cent.  I  have  also 
used  the  drug  in  a  few  cases  of  abscess  and  infected  ulcers 
of  the  cornea,  but  I  have  always  found  this  treatment  much 
less  efficacious  and  more  uncertain  than  the  electric  cautery. 
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David  Little,  F.R.C.S.E.,  M.D.,  President,  in  the  Chair. 

Chronic  Serpiginous  Ulcer  of  the  Cornea  (Mooren's 

Ulcer). 

Mr.  Nettleship  read  this  paper.  He  said:  The  terms 
"chronic  serpiginous  ulcer,"  or  "  Mooren's  ulcer,"  are  pre- 
ferable to  "  ulcus  rodens,"  which  is  another  name  for  rodent 
epithelioma.  The  paper  is  based  upon  an  examination  of  71 
cases,  12  of  which  are  his  own.  Bowman  was  the  first  to 
describe  a  case  in  detail  (1849),  but  Mooren  rightly  has  the 
credit  of  discovering  the  disease  as  a  clinically  distinct  spe- 
cies in  1867.  The  ordinary  character  and  course  of  the  dis- 
ease are  described.  Its  usual  duration  is  from  four  to  twelve 
months,  and  no  cases  are  included  that  lasted  less  than  two 
months,  though  certain  cases  running  a  less  chronic  course 
may  perhaps  be  of  the  same  nature.  The  subjects  are  adults 
from  23  to  71 ;  rather  less  than  a  quarter  were  under  40,  just 
half  between  40  and  60,  rather  more  than  a  quarter  over  60. 
A  decided  majority  were  males.  In  a  large  majority  the  at- 
tack in  both  sexes  begins  in  the  winter  half  of  the  year,  and 
degenerative  changes,  perhaps  merely  senile,  lowered  surface 
temperature,  and  perhaps  some  congenital  defect  of  quality 
of  the  corneal  tissue  in  certain  persons  are  suggested  as  pre-; 
disposing  causes.  The  course  of  the  disease  strongly  sug- 
gests infection,  but  no  special  micro-organism  has  as  yet 
been  found.  In  more  than  one-fourth  of  the  cases  both  eyes 
suffer,  sometimes  with  an  interval  of  years,  and  the  disease 
is  often  exactly  symmetrical  in  the  two  eyes.  The  prognosis 
is  always  grave,  and  is  far  worse  when  both  eyes  are  attacked, 
only  one  in  four  of  the  double  cases  being  arrested  short  of 
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total  leucoma ;  whilst  of  the  single  cases  more  than  half  re- 
cover with  some  untouched  cornea.  The  deeper  parts  of  the 
eye  remain  healthy,  and  vision  is  determined  by  the  final  state 
of  the  cornea  and  pupil.  Treatment  should  begin  with  cut- 
ting away  the  overhanging  and  half  dead  edge  of  the  nicer, 
and  applying  an  escharotic  or  strong  germicide  to  the  ad- 
vancing border  thus  exposed;  the  galvano-cautery  is  the  best, 
pure  carbolic  acid  and  strong  tincture  of  iodine  probably  come 
next;  transplantation  of  conjunctiva  over  the  ulcer  appear- 
useful  occasionally.  Though  some  cases  are  published 
cured  which  would  probably  relapse,  and  though  other-  go  to 
universal  leucoma  in  spite  of  all  possible  treatment,  the  re- 
sults have  been  much  better  since  the  introduction  of  the 
cautery  than  before.  Several  old  patients  liave  done  well. 
and  several  young  ones  very  badly.  Allusion  is  made  to  the 
"marginal  atrophy"  of  the  cornea  recently  described  by 
Fuchs  and  to  several  other  allied  conditions  of  the  cornea. 

Mr.  Treacher  Collins  asked  if  there  was  any  relation 
tween  the  age  of  the  patient  and  the  rate  of  progress  of  the 
disease.  In  two  cases  he  had  seen  the  ulceration  of  the 
cornea  was  most  extensive,  and  yet  the  remaining  opacity 
was  not  dense,  and  remarkably  good  vision  remained.  In  one 
case  the  patient  developed  a  crop  of  vesicles  on  the  cornea 
and  some  patches  of  infiltration,  all  of  which  cleared  up  upon 
his  doing  paracentesis  and  iridectomy. 

Mr.  Lawtford  related  the  case  of  a  woman,  aged  <li>,  with 
no  very  definite  specific  history.  In  the  right  eye  more  than 
half  the  cornea  was  attacked;  there  was  severe  iritis  but  not 
much  pain,  and  the  temperature  was  normal.  lie  cauterized 
the  advancing  edge,  and  after  a  second  application  it  healed. 
Shortly  afterwards  it  broke  out  again,  and  he  then  applied 
nitric  acid  without  much  good  resulting.  He  then  used  li<j. 
iod.  daily,  but  it  caused  pain  and  did  not  do  much  good. 
Then  the  left  eye  became  congested.  An  ulcer  developed, 
which  he  burnt  with  the  cautery.  The  right  eye  had  no  un- 
attacked  cornea,  and  it  was  vascular  and  cicatrized.  The  left 
wTas  again  cauterized,  and  strong  perchloride  of  mercury  ap- 
plied. After  freely  cutting  away  the  edge  and  applying  the 
galvano-cautery,  it  healed,  but  again  broke  down  and  was 
cauterized.     This  was  repeated,  and  the  patient  still  remained 
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under  treatment.  In  another  case,  that  of  a  man  aged  46, 
healing  was  obtained  after  one  application  of  the  galvano- 
cautery. 

Mr.  Lang,  on  one  occasion  after  failure  with  the  cautery, 
did  an  iridectomy,  when  the  ulcer  healed  and  the  case  did 
well.  Since  then  he  had  treated  others  in  the  same  way  with 
good  results,  in  all  but  one  case. 

Mr.  Bronner  thought  that  there  were  two  distinct  classes 
of  cases,  one  in  which  the  ulceration  was  superficial  and  one 
in  which  it  was  deep. 

Mr.  Sydney  Stephenson  had  published  a  case  which  oc- 
curred in  a  lady,  aged  60,  where  the  ulcer  healed  after  two 
applications  of  the  cautery.  He  then  looked  upon  it  as 
malignant,  but  this  view  he  did  not  now  hold.  This  disease 
seemed  to  occur  about  once  in  17,000  cases,  though  more  ap- 
peared to  occur  in  some  countries  than  in  others.  He  thought 
the  term  "Mooren's  ulcer"  was  a  better  term  than  serpigi- 
nous. Gifford  had  published  a  case  in  which  the  conjunctiva 
and  sclera  were  involved  in  the  ulcerative  process,  and  last 
year  an  Italian  observer  isolated  a  bacillus  which  caused  a  dis-. 
ease  when  inoculated  into  the  conjunctiva  of  rabbits. 

The  President  stated  that  he  had  only  seen  a  few  cases, 
and  he  described  one  which  occurred  in  a  lady  in  which  he 
advised  an  iridectomy,  as  it  had  when  he  first  saw  it  resisted 
all  kinds  of  treatment.  The  patient  refused  to  have  the  op- 
eration done,  and  he  subsequently  transplanted  a  corneal  flap 
with  good  result.     The  disease  followed  influenza. 

Mr.  Bickerton  asked  if  there  was  evidence  of  dacryocys- 
titis in  Mr.  Nettleship's  cases. 

Mr.  Nettleship  replied  that  lacrymal  sac  trouble  was 
very  uncommon  in  these  cases.  With  regard  to  age  and 
prognosis  he  had  not  worked  it  out,  but  he  did  not  think  that 
there  was  anything  striking  in  this  respect.  He  had  never 
noticed  vesicles  on  the  cornea,  neither  had  he  found  that  the 
inhabitants  of  some  countries  were  more  liable  to  the  disease 
than  others.  The  cases  cited  by  Mr.  Lawford  and  the  Presi- 
dent certainly  made  the  prognosis  look  bad,  but  he  was  sure 
that  it  was  much  better  since  the  introduction  of  the  cautery. 
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Keratitis  in  the  Newborn. 


Dr.  W.  Ernest  Thomson  (Glasgow)  read  a  paper  on 
keratitis  in  the  newborn,  occurring  after  instrumental  de- 
livery, and  resulting  in  each  case  in  an  almost  identical  rare 
form  of  opacity.  All  the  mothers  had  contracted  pelves,  and 
in  one  with  a  conjugate  of  only  2  3/4  inches  the  delivery  had 
been  extremely  difficult.  Dr.  Thomson  saw  two  of  these  chil- 
dren very  soon  after  birth,  at  which  time  three  corneee  out  of 
the  four  presented  opacities  in  the  anterior  layers,  with  dulling 
of  the  surface  but  no  vascularity.  There  was  in  all  some 
bruising  of  the  lids  and  conjunctivae.  The  subsequent  result 
was  peculiar,  for  while  one  cornea  became  progressively  more 
infiltrated,  and  that  uniformly,  the  other  two  quickly  im- 
proved; but  the  opacities,  instead  of  remaining  as  central 
nebulae,  developed  into  a  white  vertical  linear  scar  with  an  ad- 
jacent area  of  much  fainter  haze.  The  third  case  had  come 
under  the  care  of  Dr.  Andrew  Wilson  at  the  fifth  week.  All 
signs  of  active  keratitis  had  passed  away,  but  an  obliquely- 
placed  linear  scar  remained  precisely  similar  in  character  to 
those  in  the  other  children.  Dr.  Wilson  suggested  that  the 
cornea  became  buckled  by  the  pressure  of  the  forceps  squeez- 
ing the  eye  against  the  nasal  wall  of  the  orbit.  Dr.  Thomson 
pointed  out  that  such  cases  if  seen  late  might  be  diagnosed  as 
congenital  corneal  opacity  of  intrauterine  origin. 

Card  Specimens. 

The  following  were  shown:  Mr.  A.  Hugh  Thompson: 
Sections  of  an  orbital  tumor  (  ?  endothelioma,  ?  adeno-sarco- 
ma). — Mr.  Doyne  :  Tumor  growing  apparently  from  the  op- 
tic disc. — Mr.  Adams  Frost:  Some  eye  instruments  used  by 
native  oculists  in  India,  which  had  been  presented  to  the  So- 
ciety by  Major  Drake-Brockman. — Mr.  Maclehose:  Rodent 
ulcer  of  upper  eyelid. 
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DISCUSSION  ON  THE  RELATION  OF   GONORRHOEA 
TO  DISEASE  OF  THE  EYE  (EXCLUDING  PURU- 
LENT OPHTHALMIA),  IN  THE  OPHTHALMIC 
SECTION   AT   THE   MEETING   OF   THE    . 
BRITISH  MEDICAL  ASSOCIATION 
AT   CHELTENHAM.* 

Mr.  Lawford  said :  The  relation  of  gonorrhoea  to  disease 
of  the  eye  is  a  theme  which,  in  at  least  one  respect,  encour- 
ages discussion.  It  is  a  subject  concerning  which  our  knowl- 
edge, or  I  should  perhaps  say  our  accurate  knowledge,  is  con- 
tained within  somewhat  narrow  limits,  and  therefore  any 
means  likely  to  add  to  our  store  of  information  should  be 
welcome.  This  limitation  of  knowledge  has  also  certain  dis- 
advantages, for  the  less  we  know  concerning  any  subject  the 
greater  the  temptation  to  theorize  and  to  advance  hypotheses 
which  can  be  neither  proved  or  disproved,  and  discussion  of 
which  is  usually  without  profit. 

The  main  question  before  us,  as  I  understand  it,  has  ref- 
erence to  the  causal  relationship  which  exists  or  is  believed  to 
exist  between  gonorrhoea  and  various  pathological  conditions 
of  the  eye. 

*  To  prevent  misconception,  I  would  definitely  give  notice 
that  gonorrhceal  ophthalmia  is  to  be  entirely  omitted  from  the 
discussion. 

I  propose  in  the  first  instance,  and  as  introductory  to  the 
strictly  ocular  part  of  our  subject,  to  make  a  few  remarks 
upon  some  of  the  more  general  pathological  relationships  of 
gonorrhoea. 

The  seriousness  of  gonorrhceal  infection  is  now  universally 
acknowledged,  and  due  importance  is  attached  to  the  recog- 
nition of  lesions  in  any  part  of  the  human  economy  induced 
by  such  infection.  It  is,  however,  not  very  many  years  since 
Sir  John  Simon  first  drew  attention  to  the  now  accepted  fact 
that  the  sequelae  of  gonorrhoea  are  in  their  results  almost  as 
baneful  as  those  of  syphilis.  A  more  recent  and  perhaps  not 
less  authoritative  statement  has  been  made  by  Professor  Osier 
in  these  words:  "  Gonorrhoea  is  one  of  the  most  widespread 
of  infectious  diseases     .      .     As  a  cause    of    ill-health    and 
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disability  the  gonococcus  occupies  a  position  of  the  very  first 
rank  among  its  fellows.  While  the  local  lesion  is  too  often 
thought  to  be  trifling,  in  its  singular  obstinacy,  in  the  possi- 
bility of  permanent  sexual  damage  to  the  individual,  and  still 
more  in  the  *  grisly  troop  '  which  may  follow  in  its  train, 
gonorrhceal  infection  does  not  fall  far  short  of  syphilis  in  im- 
portance." 

The  discovery  by  Neisser,  in  1879,  of  the  specific  micro- 
organism, designated  the  gonococcus,  necessarily  led  to  the 
abandonment  of  many  pre-existing  ideas  concerning  gonorrhoea 
and  its  complications.  Some  commonly  accepted  theories  be- 
came untenable,  and  it  seemed  at  first  as  if  the  microbic  na- 
ture of  the  disease  offered  an  easy  explanation  of  all  manifes- 
tations. Such  is  not  the  case,  however,  and  it  is  nearly  as 
difficult  now  to  adequately  explain  some  of  the  remote  symp- 
toms of  gonorrhoea  as  it  was  before  Neisser' s  meritorious 
discovery. 

That  the  gonococcus  is,  so  far  as  the  genito-urinary  tract 
is  concerned,  the  active  agent  in  the  production  of  the  usual 
lesions  of  gonorrhoea  is  an  established  fact.  Its  role  in  refer- 
ence to  gonorrhceal  systemic  infection,  and  the  distal  or  so- 
called  metastatic  manifestations  of  gonorrhoea,  has  been  less 
fully  determined  and  is  more  difficult  to  define. 

In  a  certain  number  of  such  cases  (that  is,  systemic  infec- 
tion) the  presence  of  the  micro-organisms  has  been  demon- 
strated in  the  blood,  in  the  fluid  within  joints,  in  exudation 
around  joints,  in  the  endocardium  and  other  tissues.  In  other 
cases  examination  of  the  fluid  from  inflamed  joints  has  entirely 
failed  to  detect  the  gonococcus,  and  in  others  again  there  has 
been  evidence  of  a  mixed  infection  shown  by  the  presence  of 
staphylococci  and  streptococci.  I  am  not  aware  that  the 
gonococcus  has  ever  been  detected  within  the  eyeball,  except 
in  cases  of  gonorrhceal  ophthalmia  in  which  perforation  of  the 
globe  has  occurred. 

One  of  the  most  frequent  manifestations  of  general  infec- 
tion in  cases  of  gonorrhoea  is  arthritis.  According  to  Warren 
it  occurs  in  2  to  3  per  cent,  of  all  cases. 

The  association  of  joint  disease  and  gonorrhoea  is  said  to 
have  been  first  described  by  Selle  and  Swediaur  in  1781. 
Brodie  in  1818  and  Astley  Cooper  in  1824  wrote  upon  this 
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subject,  and  drew  attention  to  the  occurrence  of  iritis  in  pa- 
tients suffering  from  urethritis  and  inflamed  joints.  The  latter 
writer  reported  the  case  of  a  man  under  his  care,  in  whom 
arthritis  and  iritis  occurred  during  an  attack  of  gonorrhoea. 
This  patient  gave  a  history  of  two  previous  attacks  of  gonor- 
rhoea during  each  of  which  he  had  suffered  from  inflamed 
joints  and  inflamed  eyes. 

The  frequency  of  arthritis  in  patients  suffering  from  gon- 
orrhoea, and  the  resemblance  of  this  joint  affection  to  ordinary 
articular  rheumatism  (evidenced  by  the  commonly-applied 
term  « '  gonorrhoea]  rheumatism  ' ' )  has  given  rise  not  unnatur- 
ally to  the  supposition  that  the  joint  disease  stands  in  some 
intimate  and  perhaps  causal  relation  to  other  less  common  le- 
sions— for  example,  iritis  and  endocarditis. 

A  more  logical  view,  and  one  which  gains  greater  accept- 
ance, is  that  the  materies  morbi,  whatever  its  nature,  attacks 
these  various  structures  independently,  and  that  the  simulta- 
neous occurrence  of  arthritis  and  endocarditis,  or  of  arthritis 
and  iritis,  is  in  a  sense  accidental;  in  other  words,  that  the 
association  is  not  a  necessary  one. 

The  gonorrhceal  poison,  like  that  of  most  infectious  dis- 
eases, has  certain  seats  of  election  in  the  tissues,  and  it  is  in 
no  way  surprising  that  evidences  of  the  existence  and  activity 
of  the  poison  should  appear  in  several  such  tissues  at  or  about 
the  same  time. 

Fournier  quotes  the  case  of  a  man  who  had  four  attacks 
of  gonorrhoea  in  five  years.  The  first  was  complicated  by 
ocular  lesions  only ;  the  second  and  third  by  ocular  and  artic- 
ular inflammation,  and  the  fourth  by  arthritis  alone. 

It  would,  I  think,  be  of  little  service  to  us  at  the  present 
time  to  enter  into  any  discussion  as  to  the  exact  nature  of 
gonorrheeal  systemic  infection.  The  question  is  complex  and 
difficult,  and  for  adequate  treatment  requires  an  intimate 
acquaintance  with  bacteriology  and  pathological  chemistry. 
Considerable  difference  of  opinion  exists  among  writers  on 
the  subject,  some  maintaining  that  it  is  a  pure  gonococcus  in- 
fection, others  that  it  is  a  mixed  infection  by  gonococci  and 
pyogenic  micro-organisms,  and  others  again  that  it  is  a  toxie- 
ni in  induced  by  the  poisonous  products  of  the  gonococcus, 
manufactured  in  the  tissues  primarily  attacked. 
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The  ocular  affections  which  are  known  to  occur  in  asso- 
ciation with  gonorrhoea  (exclusive  of  the  conjunctivitis  due  to 
direct  inoculation  by  the  gonococcus)  are  a  form  of  conjunc- 
tival inflammation,  scleritis  and  episcleritis,  iritis  and  irido- 
cyclitis, neuro-retinitis.  Suppurative  keratitis  has  been  de- 
scribed in  cases  of  severe  pyeemic  character.  Iritis  is  proba- 
bly the  best  known  of  these,  although  conjunctivitis  is  said  to 
occur  with  greater  frequency. 

Like  all  the  remote  manifestations  of  gonorrhoea,  the 
above-mentioned  lesions  are  much  more  common  in  the  male 
sex.  The  frequency  of  ocular  lesions  in  gonorrhoea  is  diffi- 
cult to    gauge:   there    are    but   few    statistics    to    guide    us. 

Go7  C5 

Fournier  met  with  ocular  troubles  15  times  in  39  cases. 

Metastatic  conjunctivitis  is  the  term  usually  employed  to 
designate  an  inflammation  of  the  conjunctiva  occurring  in  as- 
sociation with  gonorrhoea,  but  which  differs  markedly  in  its 
characters  from  true  blennorhcea  of  the  conjunctiva.  The 
history  of  the  views  entertained  by  medical  men  as  to  the 
nature  of  this  affection  is  of  interest,  and  well  demonstrates 
how  the  progress  of  knowledge  compels  thinking  minds  to 
alter,  or  be  prepared  to  alter,  their  beliefs. 

Older  observers  considered  all  distant  symptoms  occurring 
in  the  subjects  of  gonorrhoea  as  metastases.  Their  successors, 
about  the  time  of  Mackenzie,  while  still  accepting  dubiously 
the  theory  of  metastasis,  recognized  two  varieties  of  conjunc- 
tivitis in  gonorrhoea,  one  undoubtedly  due  to  inoculation,  the 
other  and  milder  form  of  less  certain  origin.  The  discovery 
of  the  gonococcus  caused  the  pendulum  of  medical  thought 
to  swing,"  and  all  instances  of  conjunctivitis  were  ascribed  to 
direct  inoculation. 

More  recent  investigations  seem  to  show  that  comparatively 
mild  attacks  of  conjunctival  inflammation  occur  during  gon- 
orrhoea which  are  not  due  to  direct  inoculation  of  the  conjunc- 
tiva, the  micro-organism  of  gonorrhoea  being  absent  from  the 
conjunctival  tissue  and  discharge.  I  am  inclined  to  think 
that  there  is  sufficient  evidence  to  show  that  such  a  variety  of 
conjunctivitis  does  occur,  but  we  shall  do  well  to  exercise 
caution  in  accepting  such  evidence  as  conclusive.  There  is 
no  reason  to  doubt  that  mild  attacks  of  conjunctivitis  can  be 
excited  by  inoculation  with  the  gonorrhceal  poison  which  from 
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various  circumstances  has  become  attenuated.   Bacteriological 
examination  is  essential  before  making  a  diagnosis. 

There  are  points  of  practical  value  in  distinguishing  be- 
tween the  two  varieties  of  conjunctivitis  in  reference  to  prog- 
nosis and  treatment,  which  I  need  not  discuss  at  this  time. 
Whether  the  retention  of  the  term  "  metastatic"  as  applied 
to  this  form  of  conjunctivitis  is  desirable,  and  whether — ex- 
cluding direct  inoculation — we  can  suggest  a  reasonable  ex- 
planation of  the  inflammation,  are  questions  which  must  also 
be  passed  by  at  present. 

The  association  of  iritis  and  irido-cyclitis  with  gonorrhoea 
is  a  common  one,  and  has  been  recognized  for  many  years. 
For  much  valuable  information  on  this  subject  we  are  in- 
debted to  Forster's  able  article  in  the  first  edition  of  the 
Graefe-Saemisch  Handbuch.  There  is  no  reasonable  ground 
for  doubt  that  the  iritis  is  a  manifestation  of  systemic  gonor- 
rhceal  infection.  The  recurrence  of  iritis  in  successive  attacks 
of  gonorrhoea,  and  its  frequent  occurrence  simultaneously 
with  other  well-known  gonorrhceal  complications,  such  as 
arthritis,  furnish  sufficient  evidence  on  this  point. 

Gonorrhceal  iritis,  in  the  large  majority  of  cases,  occurs 
concomitantly  with  arthritis.  There  seems  no  doubt,  how- 
ever, that  its  onset  may  precede  that  of  joint  inflammation, 
or  that  iritis  may  be  present  in  cases  in  which  there  are  no 
arthritic  complications.  Fournier  states  that  in  a  series  of 
cases  observed  by  him  the  joints  and  the  eyes  were  not  usually 
affected  simultaneously. 

These  two  manifestations  of  gonorrhoea  not  only  occur 
concomitantly  in  many  instances,  but  also  possess  certain 
characteristics  in  common.  They  are  both  prone  to  relapse, 
and  they  leave  behind  them  an  apparent  vulnerability  of  tis- 
sues which  may  and  often  does  persist  for  a  very  long  period. 
An  eye  which  has  been  attacked  by  gonorrhceal  iritis  and  a 
knee-joint  which  has  been  the  seat  of  gonorrhceal  arthritis  arc 
liable  to  recurrences  of  inflammation  without  any  fresh  gon- 
orrhceal infection.     This  liability  may  last  for  years. 

It  has  been  suggested  that  gonorrhoea  may  be  the  cause  of 
iritis  developing  for  the  first  time  long  after  all  local  and  gen- 
eral signs  of  gonorrhoea  have  disappeared. 

I  have  not  found  sufficient  evidence  to  enable  me  to  form 
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a  definite  opinion  on  this  question.  I  am  at  present  very 
skeptical  whether  it  is  justifiable  or  indeed  reasonable  to  con- 
sider a  long  antecedent  gonorrhoea  as  the  cause  of  an  attack 
of  iritis  in  an  eye  not  previously  affected. 

Scleritis  and  episcleritis  of  gonorrhceal  origin,  or  at  least 
associated  with  gonorrhoea,  are  much  less  common  than  iritis. 
Like  the  latter  they  are  usually  met  with  in  patients  with 
joint  inflammations,  and  share  the  clinical  features  of  iritis 
so  far  as  intractability  and  liability  to  relapse  are  concerned. 

Among  the  less  common  eye  affections  attributed  to  the 
poison  of  gonorrhoea  are  retinitis,  apparently  of  thrombotic 
character,  and  neuro-retinitis.  Galezowski  has  suggested  that 
the  cases  of  retinitis  are  instances  of  thrombosis  of  retinal 
arteries  due  to  an  obliterating  endarteritis,  set  up  by  accumu- 
lation of  gonococci  in  the  vessels. 

A  few  cases  of  neuro-retinitis  following  or  complicating 
gonorrhoea  have  been  recorded.  Kecovery  ensued,  but  in  one 
instance  a  recrudescence  of  the  gonorrhoea  was  accompanied 
by  a  relapse  of  the  retinitis.  These  cases  are  so  few  in  num- 
ber that  it  would  be  rash  to  generalize  from  them.  They 
should  serve  to  arouse  our  attention  to  the  possibility  of  reti- 
nal lesions  being  caused  by  the  gonorrhceal  poison.  Bilateral 
dacryo-adenitis  has  also  been  reported  in  a  case  of  gonorrhoea. 

BIBLIOGRAPHY. 

Mackenzie:  Diseases  of  the  Eye,  4th  edition. 
Graefe-Saemisch,  1st  edition,  Forster,  1887. 
Graefe-Saemisch,  2d  edition,  Grcenouw,  1901. 
Astley  Cooper :  Lectures,  1824. 
Panas:  Maladies  des  Yeux,  Vol.  I. 

Morax  and  Elmassian:  Trans.  IX.  Internat.  Ophthal.  Congress,  1899 
Van  Moll:  Trans.  IX.  Internat.  Ophthal.  Congress,  1899. 
Burnet,  Xorris  and  Oliver's  System  of  Ophthalmol.,  Vol.  III. 
Osier:  Principles  and  Practice  of  Medicine. 
Fagge  and  Pye-Smith :  Principles  and  Practice  of  Medicine. 
Fuchs:  Text-Book  of  Ophthalmology. 
J.  Griffith:  Trans.  Ophthal.  Soc,  Vol.  XX. 

White  and  Martin:  Genito -Urinary  Surgery  and  Venereal  Diseases, 
1898. 

Warren :  International  Text-Book  of  Surgery. 

Mr.  R.  J.  Hamilton  related  a  case  of  gonorrhoea,  which 
at  the  end  of  three  weeks  was  followed  by  severe  irido-cho- 
roiditis.     This  was  preceded  by  a  rigor  which  Mr.  Hamilton 
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attributed  to  septic  absorption  from  a  urethra  previously 
damaged  by  strong  injections.  There  was  no  arthritis  or 
anything  to  justify  the  idea  that  the  condition  was  one  of 
general  gonorrhceal  infection.  He  deprecated  the  use  of  the 
word  "  metastatic,"  and  preferred  to  look  upon  it  as  a  pysemic 
affection. 

Mr.  R.  A.  Yeld  had  recently  analyzed  159  cases  of  pri- 
mary iritis  taken  from  the  casebooks  at  St.  Bartholomew's 
Hospital.  He  found  56  adult  males  among  these  in  which 
there  was  no  evidence  of  syphilis.  Of  these  no  fewer  than 
28,  or  50  per  cent.,  had  suffered  from  gonorrhoea.  Of  these 
28,  26  had  a  history  of  arthritis  past  or  present.  Finally,  in 
13  of  these  26,  the  association  of  gonorrhoea,  arthritis,  and 
iritis  was  so  close  as  to  justify  the  term  **  gonorrhceal  iritis." 
This  was  equal  to  eight  per  cent,  gonorrhoea]  cases  out  of  159 
cases  of  primary  iritis.  In  another  investigation  of  40  severe 
cases  of  gonorrhceal  arthritis,  there  were  eight  women  pre- 
senting no  iritis,  and  32  men  of  whom  five  (15.6  per  cent.) 
had  iritis  as  a  complication. 

Dr.  A.  Darier  said  that  many  cases  of  iritis  he  had  seen 
were  due  to  gonorrhceal  arthritis ;  he  had  frequently  seen  it 
follow  ophthalmia  neonatorum,  and  he  thought  that  it  was 
due  to  general  infection.  Possibly  it  followed  rough  treat- 
ment of  urethritis  with  rupture  of  the  mucous  membrane  or 
epithelium.  He  thought  that  some  cases  of  iritis  following 
metritis  or  endometritis  were  due  to  this  cause. 

Mr.  Henry  Power  thought  it  highly  probable  that  sec- 
ondary affections  of  the  eye  consequent  on  gonorrhoea  might 
easily  result  from  lesions  of  the  urethra  and  required  such 
lesions  before  they  would  occur.  Considering  the  thousands 
of  cases  of  gonorrhoea  he  thought  secondary  ophthalmic  affec- 
tions must  be  very  rare. 

Mr.  Richardson  Cross  said  that  the  gonorrheal  origin  of 
iritis  was  one  he  always  kept  in  mind,  and  he  frequently  found 
cases  of  this  nature. 

Lieutenant-Colonel  Drake-Brockman  said  that  he  had 
frequently  seen  gonorrhceal  ophthalmia  with  accompanying 
iritis  in  natives  of  India.  The  left  eye  was  most  frequently 
infected  and  iritis  followed  in  that  eye  only.  The  gonorrhoea] 
or-  gleety  discharge  was  usually  present  at  the  time   of  the 
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ocular  disease,  though  so  little  attention  was  paid  to  the  pri- 
mary disease  that  it  was  unlikely  any  surgical  injury  could 
have  been  inflicted  at  that  period.  He,  however,  thought 
that  a  lesion  of  the  urethra,  however  produced,  was  likely  to 
cause  absorption  and  general  infection. 

Mr.  Sydney  Stephenson  mentioned  two  cases  he  had  re- 
cently treated  in  which  arthritis  followed  gonorrhoea!  con- 
junctivitis. 

Mr.  Devereux  Marshall  drew  attention  to  the  transpar- 
ent exudation  which  was  so  often  present  in  the  anterior 
chamber  in  cases  of  gonorrhceal  iritis.  He  did  not  know  if 
the  gonococcus  was  present  in  it,  as  he  had  never  done  a 
paracentesis  in  this  condition. 

Mr.  L.  V.  Cargill  said  that  in  a  very  large  proportion  of 
cases  of  rheumatic  iritis  there  was  a  history  of  gonorrhoea 
especially  in  men,  and  most  of  them  showed  the  so-called 
"lens-like"  exudation  in  the  anterior  chamber.  He  con- 
sidered Dr.  Darier's  observations  very  interesting,  and 
thought  that  we  should  now  be  rather  between  Scylla  and 
Charybdis  in  scarifying  the  excessively  chemotic  conjunctiva 
of  a  gonorrhceal  ophthalmia. 

Mr.  G.  W.  Eoll  thought  there  was  a  marked  difference 
between  gonorrhceal  and  an  ordinary  rheumatic  arthritis.  He 
asked  Mr.  Lawford  if  he  had  found  the  salicylates  of  any 
benefit  in  gonorrhceal  iritis. 

Reply. — Mr.  Lawford,  in  reply,  said  he  had  not  seen 
females  affected  with  gonorrhceal  iritis,  and  he  considered  the 
salicylates  of  some  service  in  these  cases. 
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A  CASE  OF  ACUTE  GLAUCOMA  INDUCED  BY  COCAINE. 

Simeon  Snell  (Ophthalmic  Review,  February)  has  used 
cocaine  almost  daily  for  seventeen  years,  and  during  that  time 
has  had  it  induce  glaucoma  in  only  one  case.  Two  years 
previous  to  using  the  cocaine  the  author  had  examined  the  pa- 
tient and  found  her  eyes  healthy  and  vision  normal.  A  one 
per  cent,  solution  of  cocaine  was  used  by  her  medical  adviser 
to  relieve  an  uncomfortable  feeling  in  her  right  eye.  This 
solution  was  used  four  times.  Four  days  later  Snell  was  con- 
sulted, and  he  found  the  tension  -|-  2,  pupil  dilated,  cornea 
steamy  and  vision  reduced  to  ability  to  seeing  fingers  indis- 
tinctly at  close  range.  The  eye  not  improving  under  the  use 
of  eserine,  for  one  day,  an  iridectomy  was  done  with  very  sat- 
isfactory results. 

EMPLOYMENT  OF   SUPRARENAL  EXTRACT  BY  THE  OCULIST. 

L.  Thilliez  (Jour,  des  Sciences  Med.  de  Lille,  Sept.  14) 
has  gotten  very  satisfactory  results  from  the  use  of  suprarenal 
extract  in  ocular  affections.  He  uses  a  solution  composed  of 
equal  parts  of  distilled  water  and  the  dried  suprarenal  powder, 
carefully  sterilized  and  preserved  in  glass  receptacles  holding 
one  gramme.  It  is  a  brownish  liquid  and  can  be  preserved 
indefinitely  in  a  sealed  tube.  The  profound  anaemia  which  is 
induced  lasts  from  one  to  two  hours,  according  to  the  quan- 
tity used.  Its  vasoconstrictor  action  is  greatest  on  the  con- 
junctival vessels,  but  is  also  marked  on  the  sub-conjunctival 
vessels.  Its  action  is  constant,  and  the  author  recommends  its 
use  in  severe  conjunctival  injection,  keratitis,  iritis,  and  glau- 
coma. 

A  CASE  OF  TUBERCULOSIS  OF  THE  CONJUNCTIVA. 
Howard  F.  Han  sell  (Annals  of  Ophthalmology ,  July)  re- 
ports a  case  and  reviews  the  literature  of  the  subject.     The 
causes  are   self-infection,   metastasis   and   traumatism.     The 
palpebral  conjunctiva  is  most  frequently  affected.     The  tu- 
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bercules  appear  in  the  form  of  miliary  ulcers,  subconjunctival 
nodules  resembling  the  granules  of  acute  trachoma,  hyper- 
trophied  papillae  and  pedunculated  tumors.  Satler  mentions 
lupus  as  one  of  the  forms.  For  diagnosis  tuberculosis  of 
other  organs  and  microscopic  examination  must  be  largely  de- 
pended on,  as  tubercle  bacilli  are  rarely  found.  Many  cases 
are  masked  by.  trachoma,  and  others  diagnosed  as  trachoma 
are  tuberculous.  The  methods  of  treatment  most  strongly 
endorsed  are  excision  and  the  galvano-cautery.  When  an  op- 
eration is  advisable  the  inflamed  section  and  the  healthy  zone 
around  it  should  be  excised.  Also  the  preauricular  and  other 
glands  when  they  are  involved.  When  an  operation  is  not 
advisable  the  galvano-cautery  should  be  used. 

THE  USE  OF  PROTARGAL  TO  PREVENT  OPHTHALMIA  IN 
THE  NEW  BORN. 

J.  Piotrowski  (  C  entralblatt  f.  Gyniikal.,  Aug.  3)  con- 
siders protargal  the  best  preventive  of  ophthalmia  neona- 
torum. He  first  cleanses  the  eyes  with  a  30  per  cent,  solution 
of  boric  acid,  and  then  uses  a  10  per  cent,  solution  of  pro- 
targol.  In  a  series  of  1030  cases  thus  treated  there  was  not 
one  instance  of  blenorrhcea  and  only  1.2  per  cent,  of  cases  of 
secondary  catarrh.  A  stronger  solution  increased  the  per- 
centage of  secondary  catarrh. 

ON  EMBOLISM  OF  THE  CENTRAL  ARTERY  OF  THE  RETINA. 

C.  Schweigger  (Archives  of  Ophthalmology,  September) 
questions  the  frequency  of  embolism  of  the  central  artery, 
doubt  as  to  which  was  expressed  by  him  more  than  thirty 
years  ago ;  only  in  recent  years  has  the  anatomic  basis  been 
given  for  these  cases  of  sudden  blindness,  by  the  demonstra- 
tion of  endarteritis  with  narrowing  of  the  lumen,  which  ac- 
companies various  forms  of  retinal  diseases.  The  view  that 
sudden  blindness  with  cloudiness  of  the  disc  and  retina  de- 
pends upon  embolism  arose  only  because  the  appearance  that 
was  previously  termed  infiltration  was  later  termed  embolism. 
Graefe's  case  teaches  that  embolism  is  not  immediately  fol- 
lowed by  cloudiness.  On  the  contrary,  the  narrowing  of  the 
retinal  arteries  from  endarteritis  must  cause  slowing  of  the 
blood  current,  which  may  produce  infiltration. 
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